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Abstract 
This study contributes to our understanding of the reproduction and 
transformation of organisational identity as it takes place in the context of individual 
and collective agency and relations of power within the organisation. Organisational 
identity is socially constructed and continuously reproduced and transformed 
discursively and non-discursively (Sveningsson and Alvesson, 2003; Czarniawska-
Joerges, 2004; Corley et al, 2006) and is rarely as unitary as it appears (Humphreys 
and Brown, 2002; Foreman and Whetten, 2002). This study asks how power relations 
influence the construction of organisational identity in the context of multiple identity 
discourses and how this construction in turn reproduces and transforms power 
relations in an organisation.  
 
I use a reflexive methodology to analyse the empirical data collected during a 
longitudinal study in which 87 organisational members from all levels of the 
organisation were interviewed, organisational practices were observed and 83 
organisational documents were analysed. This reflexive methodology employs 
qualitative and inductive methods to obtain and analyse rich situated empirical 
material. The longitudinal design of the study enables detailed examination of the 
dynamic processes underlying organisational identity construction over time.   
 
The study contributes to our understanding of the construction of 
organisational identity as an effect of power relations and a medium through which 
power relations are themselves transformed and reproduced. Firstly, the study 
contributes to our understanding how multiple organisational identities emerge as a 
single dominant identity discourse. It identifies processes of strategic ambiguity and 
inter-discursive recontextualisation strategies such as colonisation and translation 
which provide the creative space for constructing organisational identity. Secondly, it 
adds to current theorisation of multiple organisational identity dynamics by analysing 
these in the context of power relations. Using this analytical lens, organisational 
identity is seen as the medium through which power relations are reproduced and 
transformed as well as an outcome of the exercise of power. “Who we are” as an 
organisation determines which professional and other social groups are considered to 
be enunciate the identity discourses which „fit‟ best and these groups in turn exercise 
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power episodically to reproduce this dominant identity discourse. The final 
contribution adds to our understanding of how other social identities such as 
professional identities interact with each other in a healthcare context and with a 
desired future identity to transform and reproduce power relations between different 
groups within a complex professionally dominated organisation. 
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1. Chapter 1: Research scope 
1.1. Chapter introduction 
This chapter provides an overview of the research study. It outlines the 
rationale for the research based on current theoretical and empirical research in the 
field and identifies the gap in the research programme that will be addressed by this 
study. The chapter will then outline the research question this study addresses in the 
light of the previous research and the context in which the empirical work was carried 
out and how these two are linked. The methodology used to undertake this study is 
then summarised along with the key findings and contributions. Finally, the chapter 
outlines how this study report is organised. 
 
1.2. Importance of the research topic  
Organisational change driven by mergers, acquisitions, demergers, spin-offs, 
collaborative networks and strategic alliances have been a common feature of 
organisational life for the past two decades. This is increasingly so in the public sector 
including healthcare provision (Pollitt, 2009). Such changes challenge an 
organisation‟s sense of who it believes itself to be culturally and in terms of the image 
that it wishes to portray to the market or environment in which it is embedded (Hatch 
and Schultz, 2002), in other words its identity. It has been suggested that 
organisations are no longer able to firmly establish a distinctive boundary between 
who is included and who is excluded from the organisation (Brown, 2001) as 
organisations engage in networks of collaboration, outsourcing and other forms of 
post-bureaucratic organisation (Hatch and Schultz, 2002; Corley, 2004; Pollitt, 2009). 
This has prompted researchers to question the definition of organisational identity as 
stable and enduring (Albert and Whetten, 1985; Whetten, 2006) revising it to 
emphasise what is both enduring and changing (Gioia et al, 2002; Chreim, 2005).  
Organisational identity as a socially constructed concept enables us to examine 
individual or group behaviour in the context of organisational frameworks (Albert et 
al, 2000; Whetten, 2006), allowing us to explore multiple levels of organisational 
behaviour interacting in the context of a social structure (Oliver and Roos, 2003). This 
more dynamic view of organisational identity has been used to explain organisational 
behaviour such as strategic decision-making (Dutton and Dukerich, 1991), individual 
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members‟ identification with the organisation (Dutton et al, 1994; Dukerich et al, 
2002; Foreman and Whetten, 2002; Kreiner and Ashforth, 2004) and managerial 
regulation of organisational identity in driving change (Gioia and Thomas, 1996; 
Alvesson and Willmott, 2002; Humphreys and Brown, 2002; Corley and Gioia, 
2004). Empirical research has explored the relationship between organisational 
identity and the processes or identity referents (Whetten, 2006) that researchers 
propose underlie this organisational behaviour. Examples of these identity referents 
include culture (Hatch and Schultz, 2002; Ravasi and Schultz, 2004), symbols (Pratt 
and Rafaeli, 1997), image (Dutton and Dukerich, 1991) and managerial control (Scott 
and Lane, 2000; Alvesson and Willmott, 2002; Corley and Gioia, 2004, Alvesson and 
Robertson, 2006). Much of the extant research has assumed that organisational 
identity is a socially constructed process engaged in discursively (Corley and Gioia, 
2004) and non-discursively (Pratt and Rafaeli, 1997; Kilduff, Funk and Mehra, 1997).  
In this context, it is not surprising that organisational identity has emerged as a 
significant analytical lens for exploring organisational behaviour, particularly when 
examining the impact of significant organisational change (Brown, 2001). At such 
times an organisation‟s members explicitly question who they believed the 
organisation to be in the past and who they would like it to be in the future.  
The concept of adaptive instability (Gioia et al, 2000) in organisational 
identity assumes a tension which drives the instability. This tension has been 
described as the result of dissonance between an organisation‟s identity or self-
definition and its construed external image or how it thinks others see it (Dutton and 
Dukerich, 1991), an organisation‟s culture which is internally oriented and its image 
which is externally oriented (Hatch and Schultz, 2002; Ravasi and Schultz, 2004), an 
organisation‟s current goals and a new strategic direction based on external market-
place demands (Gioia and Thomas, 1996), and the different identity claims or 
discourses of various social groups within an organisation about „who we believe 
ourselves to be now and in the future‟ (Humphreys and Brown, 2002). All of these 
interactions are indicative of an underlying struggle between the institutional or 
environmental constraints within which an organisation is embedded and the 
organisation itself as well as the organisation and different groups and individuals 
within it, based on power relations. This begs the question: which social group‟s 
claim or discourse related to the organisation‟s identity is more legitimate, relevant or 
urgent and how is this legitimacy, relevance or urgency determined? Much of the 
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previous research has assumed that it is the executives leading an organisation in the 
role as strategists and decision-makers whose discourse takes this place (Empson, 
2004; Corley and Gioia, 2004). This research has taken an explicitly managerial 
approach in exploring the dynamics of organisational identity. „Legitimate identity 
claims‟ (Whetten, 2006: 221; Scott and Lane, 2000) and processes of identity 
regulation (Alvesson and Empson, 2008) as they are expressed by executives and 
leaders are the subject of empirical exploration. More critical research exploring 
unsuccessful attempts at regulating an organisation‟s identity is relatively sparse but 
studies have indicated that resistance by organisational members outside of the top 
management group may play a role in perceived failure of managerial sense-giving 
and organisational identity transformation (Alvesson and Willmott, 2002; Humphreys 
and Brown, 2002). 
Managerial and critical approaches both tend to assume that power in 
organisations is a „thing‟ that can be measured quantitatively. For managerialists 
power is usually positive and for critical theorists, negative. Post-modernists, who 
take a less essentialist view of power, acknowledge that it can be both of these. It can 
be creative and enabling as well as destructive and oppressive. In their view, power is 
inseparable from its effects (Foucault, 1977 cited in Haugaard, 2002; Clegg, 
Courpasson and Philips, 2006). They do not merely see power as a resource that can 
be held or passed from one person or group to another, but embedded in the rules that 
govern the relationship between two things, individuals or groups and the mechanisms 
or technologies that are enacted in the maintenance or transformation of that 
relationship. Post-modern studies of organisational identity dynamics have examined 
the regulation of organisational identity and its interpretation by other organisational 
members as a technology of practice that maintains the structures of domination 
within organisations (Ka rreman and Alvesson, 2009). 
Conceptualising power relations at multiple levels allows us to observe their 
effects (Clegg, 1989a). These levels can be described as (1) the level of episodic 
power which is most commonly observed in the everyday interaction of groups 
struggling to control resources and achieve outcomes; (2) the level of social 
integration where the rules governing membership of groups and the interaction of 
groups are embedded; and (3) the level of system integration where technologies of 
production and discipline are enacted to preserve or transform domination.  
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Conceptualising power relations this way captures not just observable action but the 
social structures which constitute and are in turn constituted by this action.  
The purpose of this thesis is to explore the role that power relations play in the 
ongoing construction of organisational identity. This is present in most recent 
theorisations, but is implicit or relegated to the background with substantial 
assumptions made about how power relations shape organisational identity. This 
study aims to explore this gap in the research programme by explicitly examining 
organisational identity construction as a political process. It explores the relationship 
between power relations and the construction of organisational identity, assuming that 
there is a recursive relationship where organisational identity is continually 
constructed through the medium of power relations, with the outcome of transformed 
or reproduced power relations. In order to explore power relations, it examines the 
effects of power relations by investigating how groups use technologies and practices 
to establish their dominance in the organisation and assert their desired future identity. 
It also examines how this desired future identity reproduces the dominant group‟s 
position of dominance and how this group takes account of other interpretations of the 
desired future identity based on legacy identities, professional identities and 
alternative desired future identities. It goes on to observe how one identity claim or 
discourse comes to dominate and be presented as the single unitary and unifying 
organisational identity.  It also explores how the non-dominant identity claims or 
discourses are expressed and then silenced or integrated into the dominant identity in 
a process of struggle (Fleming and Spicer, 2005).  
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1.3. Research question 
This study explores the political process of organisational identity 
construction. It assumes that this is enacted discursively and non-discursively through 
routinised and innovative organisational practices. Managers seek to regulate a 
desired organisational identity discourse, but this is open to interpretation by multiple 
internal and external stakeholders who may pursue alternative identity discourses. 
In this context, the research question is:  
How are technologies and practices of power enacted discursively and non-
discursively in the struggle to resolve the conflict between multiple identity discourses 
and what does this tell us about the role of power in the construction of an 
organisation‟s identity? 
 
1.4. Research context 
The research question requires that the conflicts between multiple identity 
discourses be explicit and relatively easy to identify. Dutton et al (1994) and Whetten 
(2006) refer to mergers specifically as contexts ideal for observing organisational 
identity. They suggest that only at such times of profound change do organisations 
really surface and question their identity. In the course of normal operations, identity 
is omnipresent but only at the level of the organisation‟s subconscious.  
The context chosen was the merger of two hospitals which were integrating 
with a university faculty of medicine
1
 to form the first Academic Health Sciences 
Centre (AHSC) in the UK. This context enabled me to observe the regulation of a 
desired future identity. This was expressed through the vision for the new AHSC 
articulated by its leadership group. It was in turn interpreted by other groups in the 
light of their own perceptions of the organisation‟s future identity. Legacy 
organisational identities, professional identities and institutional identities (healthcare 
provision versus higher education) as well as multiple desired future identity 
discourses struggled for dominance in this context. It is this struggle for dominance 
that was the focus of this study as the hospitals‟ identity was transformed into that of 
                                               
1 The relationship between the hospital and the university faculty of medicine was one of joint 
governance rather than a formal merger. 
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an AHSC in a context where there was a plurality of social identities, as well as 
significant events external to the organisation driving change.  Unlike other empirical 
contexts which have explored the dynamics of organisational identity construction, 
this context provides us with a case where not only are legacy identities merging, but 
a completely new organisational identity for a novel organisational form is being 
created, potentially adding a new layer of complexity to the dynamics which can be 
observed. It also provides us with a group of strongly differentiated professional 
identities working together in multi-disciplinary teams.  
 
1.5. Methodology 
This study uses an interpretive qualitative methodology that is reflexive. The 
researcher sought to take account of the participants and her own pre-existing 
conceptual resources which mediate material and social entities (Fleetwood, 2005). 
This longitudinal study covered the period from January 2005 to June 2009 with 
primary data in the form of interviews and direct observations gathered between July 
2007 and June 2009. Fifty-nine organisational members were interviewed with a 
further 28 participants taking part in group interviews. Additionally, around 60 hours 
of meetings and organisational events were observed and 83 documents in hard copy 
and electronic format were analysed. The empirical material was analysed using 
Fairclough‟s (2005b) methods of critical discourse analysis. At Fairclough‟s (2005b) 
level of text and discursive practice, analysis of interview material was undertaken 
using naturalistic inquiry (Lincoln and Guba, 1985; Miles and Huberman, 1994), 
which was extended to observational and documentary material to encompass inter-
textual analysis.  At the level of social practice, Clegg‟s (1989a) conceptualisation of 
power relations was used to interpret patterns in the material at each of the three 
levels of power relations: episodic; social integration; and system integration.  
 
 20 
1.6. Summary of key findings and contributions 
The study found that a desired future identity was expressed through the 
articulation of a vision for the AHSC by a dominant group. This desired future 
identity was interpreted in multiple ways by the organisation‟s members, with 
consensus, ambiguity and conflict in evidence. Multiple organisational identity 
discourses had their roots in difference between the desired future identity discourse 
and (1) persisting legacy organisational identity discourses, (2) dissonant institutional 
identity discourses and (3) different professional identity discourses. Organisational 
members employed discursive strategies to resolve this conflict by using ambiguity 
strategically, dominating or resisting discursively, or where this was unsuccessful, 
colonising or translating each other‟s discourse. These discursive practices were 
reflected in other social practices. They were enacted at the level of episodic power on 
a day to day basis and became part of the organisation‟s practices including the 
dominant discourse. These practices transformed some of the social rules which 
governed power relations in the organisation and reproduced others. The 
transformation of these power relations were in turn described by the organisation‟s 
members as constitutive of the organisation‟s transformed identity as an AHSC. The 
findings provide evidence of how the enunciation of a desired future identity by a 
group who gained control of key resources, caused a shift in power relations. This 
group then sedimented these new power relations through the new „rules‟ of the 
AHSC, maintaining their dominance based on the desired future identity. This was not 
wholly successful however, as some of the old „rules‟ proved stickier than anticipated 
and were used by marginal groups to reinterpret the desired future identity into 
something closer to their identity discourse. 
This study makes several novel contributions to our understanding of the 
recursive relationship between power relations and the construction of organisational 
identity. Firstly, the study contributes to our understanding of how multiple identities 
in an organisation interact and how a single identity appears to dominate in the 
organisations. Through discursive processes of strategic ambiguity and inter-
discursive recontextualisation strategies such as colonisation and translation creative 
space for constructing organisational identity is produced (Brown, 2006). They can 
reproduce and transform the membership of groups which control the standing 
conditions and resources of the organisation to reflect the desired future identity and 
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empower certain groups while disempowering others. The dominant identity emerges 
from this process of interaction as something near to, but not quite the same as, the 
desired future identity. 
Secondly, this study understands organisational identity construction in the 
context of power relations in the organisation. By controlling the process of 
producing, distributing and consuming texts in the organisation, a dominant group 
controls „truth‟ in the organisation establishing the obligatory passage point2 of the 
organisation. Power relations are reproduced and transformed through this passage 
point as it fixes the rules governing meaning and membership (or identity) in the 
organisation. Organisational identity is therefore an outcome of the exercise of power 
as well as shaping the structure of power relations.  
The final contribution adds to our understanding of how professional identities 
influence the organisation‟s identity discourse particularly in a healthcare context 
where professional identities are so important and multiple professional identity 
discourses interact and struggle for dominance. The study describes how these 
professional identities interact with each other and a desired future identity to 
transform and reproduce power relations between different professional groups in the 
context of new organisational identity. 
 
1.7. Organisation of the thesis 
This thesis is organised into seven chapters. Each chapter subsequent to this is 
summarised below. 
 
Chapter 2: 
This chapter presents some of the previous research in the field of 
organisational identity dynamics with a particular emphasis on power and how it has 
been accounted for in theorisations to date. The conceptualisation of power as it is 
used throughout this thesis is also presented in this chapter as this will be the 
foundation the interpreted findings presented in the empirical chapters.   
                                               
2 Obligatory passage points are concepts from actor network theory (Callon, 1986) and refer to the 
actor network linked by discourses presenting the solution of a problem in terms of resources owned by 
the agent that proposes the OPP (Silva and Backhouse, 1997). 
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Chapter 3:  
Here I outline my methodology and my rationale for the selected 
methodology. It summarises the design of the study in relation to the context, and the 
methods used for data collection, analysis and interpretation. It then reflects on the 
limitations of the study and strategies undertaken to mitigate these.  
 
Chapter 4: 
In the chapter I present a brief outline of the research setting in order that the 
reader can place the empirical material context. This is presented in the form of a 
narrative of the Trust merger and creation of the new Academic Health Sciences 
Centre. 
 
Chapter 5: 
In this chapter I present the empirical findings, analysis and interpretation with 
a focus on multiple identity discourses evident at the AHSC and the interaction 
between them. I explore the AHSC‟s discursive and non-discursive practices as 
members constituted the desired future identity of the newly created AHSC. Members 
sought to resolve apparent conflict between identity discourses by dominating, 
resisting, colonising and translating discursively. These processes were observed in 
the transformation and reproduction of the organisations identity and the web of 
power relations through which they were enacted. This is explored in more detail in 
the following chapter. 
 
Chapter 6: 
Here I present the empirical findings and analysis with a focus on power 
relations in the context of multiple identity discourses. The struggle between multiple 
identity discourses is interpreted in the context of power relations (Clegg, 1989a) 
enabling us to observe the construction of the AHSC‟s identity as a political process. 
In this political process one group comes to dominate whilst enrolling selected groups 
and marginalising or silencing others. 
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Chapter 7:  
Here I present the discussion of my findings in relation to the body of research 
outlined in chapter 2. I present a synthesis of the interpretation of the empirical 
material. I then present the contributions this study makes to research on the 
construction of organisational identity building on extant theorisations using power 
explicitly as an analytical lens. This chapter also summarises the contributions this 
study makes to organisational practice as well as its methodological contributions, 
limitations and directions for future research. 
 
1.8. Chapter conclusion 
This chapter summarises the theme, purpose and objectives of this research, 
the methodology applied and its empirical findings and research contributions. 
The next chapter begins this process in more detail by presenting a review of 
the literature related to organisational identity and power.  
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2. Chapter 2: Organisational Identity construction and power 
2.1. Chapter introduction 
This chapter introduces the concept of organisational identity and how it has 
been conceptualised in organisational theory. The extant research is explored to 
demonstrate what observing the construction of organisational identity can tell us 
about organisations and organising.  
Power and power relations are aspects of organisational identity dynamics that 
have remained relatively under-explored in the literature. None-the-less, the effects of 
power and power relations are clearly discernable in the extant research and these 
effects are presented here. This study is aimed at contributing to this gap in our 
understanding of the relationship between power and organisational identity 
construction. 
The research question that this study addresses will be presented at the end of 
this chapter. 
 
2.2. Defining organisational identity 
There are a number of debates around the definition of organisational identity 
although most researchers in the field will still refer to the seminal definition provided 
by Albert and Whetten (1985). The differences in perspective presented here often 
rest on differences in ontological and epistemological assumptions (Corley et al, 
2006). 
As a starting point, these differences in ontological and epistemological 
assumptions are exemplified by what organisations are deemed to be. In research 
with realist ontological assumptions, an organisation is a “social tool and an extension 
of human rationality” (Cooper and Burrell 1988:91) and metaphors most commonly 
used for organisations include „machine‟, „organism‟ or „super-person‟ reflecting its 
realist ontology. However some scholars point to the dangers of anthropomorphising 
organisations in this way and suggest using such terms reflectively and pointing out 
that, “organisations are not people at all (aggregates, collectives or super-persons) but 
sets of collective action undertaken in an effort to shape the world and human lives” 
(Czarniawska-Joerges 2004:407). Research in the interpretivist tradition, particularly 
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research that takes a more extreme social constructionist perspective, suggests that 
“organisation does not pre-exist its practical accomplishment, nor does it have 
dynamics or laws that operate independent of the embodied practice and 
consciousness of subjects at work” (O‟Doherty 2005:154) and others describe 
organisation as process, or in a constant state of „becoming‟ (Chia, 1995; Tsoukas and 
Chia, 2002). For social constructionists, organisation and its identity are concepts 
located in the minds of its members as opposed to having „real‟ properties (Hatch and 
Schultz, 2004). Others take a middle ground, seeing a recursive relationship between 
the structures and social rules that define organisations and the actions and practices 
of individuals and collectives that shape and are shaped by them (Giddens 1984; 
Fairclough, 2005). 
As stated previously, for realists organisation is a physical system with 
specific features and organisational identity is expressed through the uniqueness and 
distinctiveness of these features. Albert and Whetten (1985) proposed that the identity 
of an organisation is that which the organisation claims are the central, distinctive and 
enduring features of that organisation.  Centrality is described as what is seen 
internally and externally to the organisation as the important and essential features of 
the organisation. Distinctiveness was changed to distinguishing by Whetten (2006) to 
encompass not just the „different from‟ dimension but also the „better than‟ dimension 
which he felt was not explicit in distinctive. These two criteria imply a focus on 
relationships externally thus „the other‟ comes into being, that is, identity includes and 
excludes (Hall and Du Gay, 1996). Albert and Whetten (1985) point to the 
organisation‟s embeddedness in a network of relationships and present a view of 
identity as a function of these relationships rather than the organisation in isolation. 
The endurance of organisational identity has been subject to more vigorous debate 
among scholars as they question how enduring an organisation‟s identity can be in the 
face of organisational transformation. Whetten, (2006:224) clarified endurance as the 
“organisational element that has withstood the test of time”, but this feature has been 
disputed in some empirical research (Scott and Lane, 2000; Hatch and Schultz, 2002). 
The concept of continuity rather than endurance has been advocated by some as more 
inclusive of both change and endurance (Rousseau, 1998; Gioia et al, 2000). 
Organisational identity endurance lies in retaining the labels for “core” beliefs and 
values over time whilst subtle shifts in interpretation and meaning for these labels 
were evident indicating change (Gioia, et al, 2000). The construction of identity by 
 26 
organisational „authors‟ in identity narratives establishes both continuity and change 
(Chreim, 2005).  
For social constructionists organisation is constructed through social practices 
including discourse as is the identity of the organisation (Humphreys and Brown, 
2002). Social constructionists acknowledge that this is because what is central, 
enduring and distinctive in organisations has proven notoriously difficult to pin down, 
and those that have attempted to do so tend to focus on the sense-making of one social 
group within an organisation (Golden-Biddle and Rao, 1997). For some social 
constructionists this is because capturing it means reifying it (Alvesson and Empson, 
2004). Brubaker and Cooper (2000) explicitly advocate using identification
3
 as the 
analytical concept in empirical studies rather than identity to avoid the reification of 
identity and to focus on the process of construction.   
Whetten (2006:220) in response to what he described as “an identity crisis” in 
identity research sought to provide a “strong” realist concept of organisational identity 
encompassing ideational (members perceptions), definitional (central, enduring and 
distinctive features) and phenomenological (including discursive practices) 
components. He accused many organisational identity theorists of focusing too much 
on the ideational and seeing this as the whole. Whetten‟s (2006) refining of the 
original definition encompasses both realist and social constructionist ontology. 
“Identity claims” are discussed without explaining how these are constructed or 
interact with each other thus conflating realist and constructivist ontology (Hatch and 
Yanow, 2008). Whetten‟s description of the ideational aspect has been explored by 
many researchers who use sense-making as the analytical tool for exploring identity 
dynamics (Dutton and Dukerich, 1991; Thomas and Gioia, 1996; Corley, 2004; 
Ravasi and Schultz, 2006). Phenomenological components have been explored by 
many researchers in the context of organisational identity construction. 
 
                                               
3 A process or “a psychological state wherein an individual perceives himself or herself to be part of a 
larger whole,” (Rousseau 1998:217) 
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2.3. The process of constructing an organisation’s identity 
Both realists and social constructions agree that organisational identity is 
constructed (Whetten, 2006; Hatch and Yanow, 2008) and it exhibits both continuity 
as well as change, or as Corley et al (2002) term it „adaptive instability‟.  
The construction of organisational identity has been theorised from different 
levels. Some researchers have explored processes at the level of the individual, 
exploring identification as a cognitive (Dutton and Dukerich, 1991; Dutton et al, 
1994; Gioia and Thomas, 1996; Golden-Biddle and Rao, 1997; Fiol, 2002), 
behavioural (Albert and Whetten, 1985; Alvesson and Willmott, 2002), discursive 
(Scott et al., 1998; Czarniawska-Joerges, 2004) or mixed (Ashforth and Mael, 1989; 
Hogg and Terry, 2000; Humphreys and Brown, 2002; Hatch and Schultz, 2002; 
Backer, 2007; Musson and Duberley, 2007; Driver, 2009) process. Others have 
theorised organisational identity at the level of social groups focusing on professional 
identities within organisations (Pratt and Rafaeli, 1997; Alvesson and Willmott, 2002; 
Dukerich et al, 2002; Empson, 2004; Pratt and Foreman, 2000; Chreim et al, 2007; 
Alvesson and Empson, 2008; Currie et al, 2010). Many of those studies which 
examine how identity is constructed at different levels and how these levels interact 
with one another have concluded that organisations exhibit multiple identities. A few 
studies have focused at the wider institutional or environmental level in which an 
organisation is embedded exploring macro-level inter-organisational identity, 
theorising organisational identity as shaped by the isomorphic features of the 
institution within which it is embedded (Glynn, 2008; Lok, 2010). 
 
2.3.1. Individual level 
Currie et al (2010) describe how each individual brings different personal 
qualities to a work related role shaping their individual enactment of their work 
identity. As individuals our personal identities interact with other collective identities 
(Tajfel and Turner, 1985) such as professional, organisational and institutional 
identities in a process known as identification. Identity and identification are crucial 
in the post-industrial world where “identity moorings are planted in shifting sand” 
(Albert et al, 2000: 14).  Organisational identification has been described as a process 
or “a psychological state wherein an individual perceives himself or herself to be part 
of a larger whole,” (Rousseau 1998:217) and can be seen as an attempt by individuals 
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to impose certainty or ontological security in highly ambiguous situations (Clegg et 
al, 2007; Clegg and Baumeler, 2010). 
Several classification systems have been generated to describe the ways in 
which an individual‟s social identities interact with the organisation‟s identity by 
identifying, dis-identifying or partially identifying with the organisation (Elsbach, 
1999; Kreiner and Ashforth, 2004; Lok, 2010). Some assume that organisational 
identity is an essential or real property which can be identified with (Rousseau, 1998; 
Fiol, 2002) whilst others take a more interpretivist view that organisational identity is 
a social construction to which individuals attribute essential properties thus reifying it 
(Alvesson and Empson, 2008; Brown, 2006).  
For Foreman and Whetten (2002) organisational identification is influenced by 
the congruence between an individual‟s assessment of the current organisational 
identity and what they construe as the ideal identity of the organisation and this in 
turn influenced their commitment to the organisation. Some theoretical and empirical 
studies have explored the area of idealised organisational identity or fantasy (Brown 
and Starkey, 2000; Alvesson and Empson, 2008) using psychoanalytical concepts to 
explore the process of identification (Driver, 2009).  
Much of the work done in the field of identification assumes that strong 
identification with an organisation is positive and a sign of commitment (van Dick, 
Wagner and Lemmer, 2004; Bartels, Douwes, de Jong and Pruyn, 2006; van Dick, 
Ullrich and Tissington, 2006), however Fiol (2002) pointed to a paradoxical finding 
which highlighted the importance of weak identification in the context of 
organisational change advocating a process of trust-breaking to weaken identification 
in this situation. Identification can be viewed dynamically as a site of individual 
struggle or identity work. The term identity work implies more conscious and 
reflexive attempt at constructing an identity and it has been observed to be engaged in 
at times of organisational change (Sveningsson and Alvesson, 2003; Alvesson and 
Empson, 2008). Sveningsson and Alvesson (2003) see much of the empirical work on 
identification as focused on overlaps in stable individual and organisational level 
identities ignoring the „becoming‟ quality of organisations and organisational identity. 
Similarly, O‟Doherty (2005:150) cites the work of Knights and Willmott (1985;1989) 
who view identity as not “some deterministic fait-accompli,  a medium and outcome 
of wider political-economic and social forces, but has to be actively worked at, 
created, and maintained by knowing self-conscious social agents”. 
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The relationship between individual and organisational identities is recursive 
as identity change occurs in a process of negotiation at the boundary (Kreiner et al, 
2006). The individual shapes organisational identity as much as being shaped by it. 
 
2.3.2. Group level 
Social-psychology as a field is concerned with, “the impasse between 
individual and collective levels of analysis” and contributes to understanding of the 
process of interaction between individual work-place identities and organisational 
identity (Haslam, Postmes and Ellemers, 2003:359). The term social identity, whilst 
analytically located at the individual level is a function of the individual‟s 
relationships with a collective or social group (Haslam, Postmes and Ellemers 2003). 
The starting point for much of this work was Tajfel and Turner‟s (1979) social 
identity theory of self-categorisation of individuals as group members. Ashforth and 
Mael (1989) further developed this work describing identification as a cognitive 
process. Their perspective was a mechanistic one describing antecedents and 
consequences, both behavioural and affective.  
Subsequently, research in the area has focused on self-categorisation and 
psychological commitment (Haslam, Postmes and Ellemers, 2003) which in turn 
define the stereotypes that organisational members confer upon the organisation that 
they work within. They use the term stereotype because of its socially constructed 
nature; it‟s presumed „sharedness‟ and its relative fluidity over time. This stereotype 
and individual social identity interacts in a process of identification which involves 
internalisation of the organisation‟s identity (Haslam, Postmes and Ellemers, 2003) 
and is based on a relationship of trust between individuals and the organisation (Fiol, 
2002).  
Most social–psychological research assumes that organisational identification 
is a process that is actively managed during organisational change as evidenced by 
recent work focusing on organisational identification and mergers (Bartels et al, 2006; 
van Dick et al, 2004; van Dick et al, 2006). Whilst this offers us some insight into 
affect and behaviour, that is the antecedents and consequences of identification; it 
tells us little about how identification happens in situated contexts.  
Some work has been done exploring the relationship between professional 
identities and the process of identification (Pratt and Rafaeli, 1997; Alvesson and 
 30 
Willmott, 2002; Dukerich et al, 2002; Empson, 2004; Pratt and Foreman, 2000; 
Chreim et al, 2007; Alvesson and Empson, 2008; Currie et al, 2010). This work 
acknowledges that professionals have multiple and competing allegiances to 
patients/clients, team/practice; professional groups/associations, to name a few, and 
explores how this impacts on their identification with an organisation. 
Specifically in the field of health care Pratt et al (2006) in their study of 
medical residents pointed out that much of the extant research on identification 
focused on „organisational members‟ and they suggested that professionals will 
exhibit different identity dynamics as they define themselves by what they do, not 
where they work. Whilst the specific processes of socialization that doctors, nurses 
and other health professionals go through cannot be ignored (Chreim et al, 2007), 
where they work is as important to professionals as any other organisational member 
(Pratt and Foreman, 2000). The professional identity adds yet another dimension of 
social identity dynamics to the process of identification. Halford and Leonard (1998), 
Doolin (2002) and Leonard (2003) studied the ways that doctors and nurses engaged 
in conscious reflexive processes of professional identity reproduction and 
transformation in the face of organisational change in healthcare organisations with a 
particular focus on how discontinuity between the identities prescribed by the changes 
and their professional identities were resolved discursively. Professional identities 
themselves are prescribed by institutions external to the individual such as 
professional associations and government regulators (Chreim et al, 2007) and act as 
additional rather than alternate constraints on the options for agency open to 
professionals such as doctors and nurses.  
 
 
2.3.3. Organisational level 
Construction of organisational identity has usually been explored in the 
context of drivers or triggers external to the organisation (Dutton and Dukerich; 1991; 
Dutton et al, 1994; Gioia and Thomas, 1996; Humphreys and Brown, 2002; Fiol, 
2002 Corley and Gioia, 2004; Corley, 2004; Alvesson and Empson, 2008). Whetten 
(2006) described the circumstances in which he and Albert originally conceived of 
organisational identity. In the context of an empirical study their interpretation of 
organisational identity threat explained a range of “irrational responses” (Whetten, 
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2006:229) which they observed to a budget cut at their university. However, more 
recently researchers have begun to explore internal organisational drivers such as 
organisational culture change (Hatch and Schultz, 2002; Ravasi and Schultz, 2006) 
and the interaction between professional and other workplace identities and 
organisational identity (Pratt and Rafaeli, 1997; Chreim et al, 2007; Empson, 2004; 
Alvesson and Empson, 2008). 
Dutton and Dukerich (1991) explored how an organisation used its identity as 
a sense-making device in order to understand the challenges posed by external events. 
They proposed a model in which organisational members, in this case senior 
managers, used organisational image or construed external image
4
 as a mirror of 
external perceptions of the organisation. The dissonance described by organisational 
members between identity and image was resolved by adapting organisational 
behaviour to be more consistent with the organisations identity as perceived by the 
members.  Identity plays a limiting or constraining role in members sense-making, 
limiting them to what Dutton and Dukerich (1991:545) term “legitimate 
interpretations”. In a subsequent paper, Dutton et al (1994) developed the constructs 
perceived organisational identity which is individually held and collective 
organisational identity which is shared. They related these to construed external 
image but whilst theorisations are made about the relative strength or weakness of the 
relationships between each concept in terms of identification, there is no explanation 
of how collective organisational identity is arrived at, whether it is an aggregate of 
multiple organisational identities, an organisational „gestalt‟ or the dominant 
organisational identity. A comment made in their conclusion referring to the dark side 
of identification in terms of tyrannical managerial behaviour, implies that they 
thought it may be the latter. For these researchers, the dissonance between identity 
and image prompt instability and change in the organisation‟s identity and assumes 
that the source of this dissonance is usually external to the organisation. 
                                               
4 Dutton and Dukerich (1991) defined this as how members of an organisation thought others saw it, as 
opposed to its perceived organisational identity which is what the members themselves believe to be 
central, enduring and distinctive about the organisation. Hatch and Schultz (2002) and Scott and Lane 
(2000) introduce another dimension of image which encompasses what external stakeholders 
themselves perceive to be central, distinctive and enduring about an organisation.  
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 Gioia and Thomas (1996) looked at identity change itself, questioning the 
conceptualisation of identity as enduring. They observed that organisations outline 
new visions for the future usually in response to external drivers. They suggested that 
the accompanying discourse and practice, if inconsistent with the taken-for-granted 
ways of seeing, thinking and doing in the organisation, destabilise current 
organisational identity and image, prompting change. Their study took a managerial 
perspective, focusing on the processes engaged in by the top management team only. 
They rationalised this on the basis that managers determine strategy. They suggested 
that managed changes in organisational image lead to changes in organisational 
identity. This finding was contradicted by the findings of Humphreys and Brown 
(2002) who also studied strategic change in a university but found more resistance 
among organisational members to managed identity change resulting in an 
unsuccessful attempt at managerial control of identity construction.  The situatedness 
of an organisation in time and space is critical to our understanding of why managed 
identity change has such variable outcomes. 
Gioia et al (2000) suggested that the „adaptive instability‟ of organisational 
identity lies not in the labels used by members to describe the organisations identity 
but in the meanings ascribed to those labels, explicitly introducing sense-making as 
the means by which identity is socially constructed. They suggest that this „adaptive 
instability‟ of organisational identity facilitates organisational change but qualify this 
by stating that “changes in identity are constrained within non-specified, but 
nonetheless moderating, environmental bounds” (Gioia, Schultz and Corley, 
2000:73).  
The work of Dutton and Dukerich (1991), Gioia and Thomas (1996) and Gioia 
et al (2000) among others, opened up a space to explore how identity and image were 
the same and/or different as well as how external and internal drivers interacted in the 
construction of organisational identity. Many of the empirical studies assumed that 
sense-making and sense-giving were organisational responses to external 
environmental triggers although the focus of their empirical work was on the 
organisational responses. Hatch and Schultz (2002) proposed a model of identity 
construction that incorporated external factors represented by the organisation‟s 
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image and internal factors represented by the organisation‟s culture5 in the process of 
identity reproduction and transformation. Their model embraced both internal and 
external stakeholders and took account of internal and external processes that 
contribute to identity transformation. Image, identity and culture are no longer just 
dialectally related but are mutually constitutive through dynamic processes of 
mirroring, impressing, reflecting and expressing. The model was further refined by 
Ravasi and Schultz (2006) who highlighted the centrality of culture in shaping 
organisational identity, in a move away from external drivers of identity change, 
hitherto the focus of much empirical work. Moving from sense-making to a more 
explicitly discursive perspective on the process of identity construction internally, 
others have described what have been termed discursive practices of „identity work‟ 
engaged in by organisational members in the construction of an organisations identity 
(Alvesson and Willmott, 2002; Sveningsson and Alvesson, 2003; Alvesson and 
Ka rreman, 2007). Identity work is a process by which organisational members 
discursively construct, maintain, review and transform their collective sense of who 
they believe the organisation to be and can be described as a process of struggle 
(Sveningsson and Alvesson, 2003). Organisational identity construction has also been 
explored using discourse analysis in terms of rhetoric (Fiol, 2002), narrative 
(Czarniawska-Joerges, 2004; Brown, 2006) and labels (Corley and Gioia, 2004; 
Chreim, 2005). For social constructionists, discourse is constitutive of identity (Hall 
and DuGay, 1996; Czarniawska-Joerges, 2004), and realists recognise the role that 
discursive and other social practices play in reproducing and transforming 
organisational identity (Deetz, 1994; Whetten, 2006). 
  
                                               
5 In building their model Hatch and Schultz (2002) sought to discriminate between culture and identity 
and defined the former as more tacit, contextual and emergent than the latter. 
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2.3.4. Institutional or inter-organisational level 
With most of the empirical and theoretical work focusing at organisational 
level, it is only relatively recently that institutional theorists have started to combine 
realist and social construction ontology emphasising institutions as cognitive 
structures within which organisations are embedded. This body of work focuses on 
how institutions and the social rules which structure them act as constraints on 
organisational identity construction, sanctioning certain types of identity symbols and 
practices (Scott and Lane, 2000; Glynn, 2008). As Gioia et al (2000: 73) observed: 
“Changes in identity are constrained within non-specified, but nonetheless 
moderating, environmental bounds.”  
Individuals have been described as having to „work within the grain‟ of existing 
dominant discourses and subjectivities (Watson, 2008).  Institutional logics, sets of 
material practices which constitute organising principles (Friedland and Alford, 
1991), have been theorised as defining who social actors are (Lok, 2010), contributing 
to the construction of identity. Viewing structure and individual action as mutually 
constituted, Giddens (1984:2) described the relationship between them as a dualism
6
, 
“human social activities, like some self-reproducing items in nature, are recursive. 
That is to say, they are not brought into being by social actors but continually 
recreated by them via the very means whereby they express themselves as actors. In 
and through their activities, agents reproduce the conditions that make these activities 
possible”. Thus actors are created by and create social systems and structures or rules. 
Structuration, as Giddens theory is termed, is directly implicated in constructing 
identity and subjectivity. He stresses the importance of history in this 
conceptualisation of social structure and agency, that is, the process of recreation 
through social practices is situated in time and space. 
  Studies that take an institutional theory perspective tend to focus on the 
structural constraint of institutional logic which promotes isomorphism (Meyer and 
Rowan, 1977) rather than the individual level actions which interact collectively to 
shape an organisation‟s distinctive identity. However, it has been argued that 
institutional theory does provide the material practices that make identity construction 
                                               
6 Giddens (1984) contrasts the use of dualism which he describes as constitutive or the opposite sides 
of the same coin, with duality which implies opposite ends of a spectrum.  
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observable (Glynn, 2008). Such studies tend to assume that institutional logics or 
social structures are unitary and cohesive. However, Sewell (1992) argued that; 
 Structures are multiple and this leads to conflicting claims and power relations; 
 Schemas or agents knowledge of the rules and procedures utilised in the 
enactment of social life are transposable or extendable and so agents can be 
creative in their use; and  
 Resources can have multiple meanings and thus they can be interpreted in 
different ways at different times transforming power relations.  
Sewell conceptualises power as one of the dimensions along which structures vary 
– some structures will have „more‟ power than others and some will mobilize more 
recourses than others. 
The levels of institutional, organisational, group and individual identities 
presented here do not exist in isolation but interact together in complex ways 
producing multiple organisational identities. 
 
2.4. Multiple level interaction and multiple organisational identities 
Taking a multi-level perspective of organisational identity as self-referential, 
relational and shared within and outside an organisation (Corley et al, 2006) enables 
us to see the ways in which the different levels outlined in previous sections actually 
overlap and interact in processes that shape both the individual and collectives 
including organisations (Watson, 2008). This interaction is a dynamic force in which 
multiple identity discourses can be observed within the organisation, transforming 
organisational identity as well as reproducing it.  
Identity discourses in organisations are multiply authored and multiply 
interpreted (Czarniawska-Joerges, 1994; Corley, 2004; Brown, 2006). They are 
authored at different times (Corley, 2004) and in different spaces (Price et al, 2008), 
targeting different audiences (Scott and Lane, 2000) and with the enunciator using 
different social identities (Golden-Biddle and Rao, 1997). They refer to the 
organisation as a whole rather than subunits of the organisation and are not always 
contradictory or even consciously held (Pratt and Foreman, 2000). Indeed some have 
gone so far as to suggest that multiple identities are necessary to the survival of 
organisations in the 21
st
 century (Fiol, 2002). This multiple identification with an 
organisation is clear in the classification systems that have been developed (Elsbach, 
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1999; Kreiner and Ashforth, 2004; Lok, 2010). Other studies have explored the way 
that different professional or occupational groups author and interpret organisational 
identity discourses (Glynn, 2000; Kilduff et al, 1997; Dukerich et al, 2002; Garcia and 
Hardy, 2007) while yet others have investigated the way that members of an 
organisation at different hierarchical levels author and interpret it (Humphreys and 
Brown, 2002, Sveningsson and Alvesson, 2003; Corley, 2004). Multiple identities 
also arise when legacy identities persist in the face of managerially sponsored desired 
future identities (Corley, 2004; Empson, 2004).  
Whilst multiple identity narratives and discourses have been observed in the 
construction of an organisations identity, common themes have also been observable 
(Rousseau, 1998; Gioia et al, 2000; Brown, 2006; Garcia and Hardy, 2007). The 
options for sense-giving and sense-making in socially constructing an organisation‟s 
identity are not limitless. This suggests that organisational members‟ discursive 
choices are bounded by a social structure
7
 or system of rules that define what 
comprises legitimate identity discourses, practices and symbols in an organisation 
(Dutton and Dukerich, 1991; Whetten, 2006). Giddens (1984) stresses the importance 
of structural constraint in providing individuals with ontological security as well as 
facilitating agency. He identified ontological security as a key concept in subjectivity 
and identity. Individuals are ontologically secure when they perceive continuity in 
their experiences and things are as they are perceived to be.  Research focused on 
identity transformation and multiple identities (Pratt and Foreman, 2000; Corley and 
Gioia, 2004; Corley, 2004; Ravasi and Schultz, 2006) presents organisational 
members as attempting to avoid identity ambiguity or competing identity claims by 
seeking ontological security. The process of identity transformation is viewed as a 
response to conflict or ambiguity between social and organisational identity or 
between a current and a desired future organisational identity and is aimed at 
resolving the resulting ontological insecurity about “who we are as an organisation” 
(Corley and Gioia, 2004). This resolution leads to higher levels of commitment and 
                                               
77 Structure and its use in sociology have been described by Sewell (1992) as a metaphor which defies 
definition as it performs so many functions in the field. With this caveat in mind, I use Giddens (1984) 
definition of „structure‟ as the generative rules and resources that underlie social systems or surface 
patterns of interaction. 
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well-being among organisational members (van Dick et al, 2006), which researchers 
suggest, is linked to organisational performance (Stahl and Voigt, 2008). Perceptions 
of continuity and „sharedness‟ have been shown to be important during times of 
profound change (Van Knippenberg and Van Leeuwen, 2001). Thus, the social 
structures which bound the construction of organisational identity can be viewed as 
enabling identity construction as well as constraining it.  
So, whilst multiple identity discourses are in evidence, strong common themes 
appear to be shared across the organisation. Some scholars have assumed this 
sharedness is due to managerial regulation of identity (Ashforth and Mael, 1989; 
Dutton, Dukerich and Harquail, 1994; Hall and Du Gay, 1996; Fiol, 2002; Empson, 
2004; Alvesson and Robertson, 2006, Alvesson and Empson, 2008), others have seen 
more of a role for the social rules and disciplinary practices of the organisation in 
shaping organisational and workplace identities (Deetz, 1994; Knights and Willmott, 
1985, 1989; Alvesson and Willmott, 2002; Alvesson and Ka rreman, 2007; 
Thornborrow and Brown, 2009). Both of these views imply a role for power relations 
in shaping the construction of organisational identity. 
 
2.5. Defining power in organisations 
Power is a concept drawn on everyday in multiple contexts. We can only 
perceive power through its effects. Theorisations of power have varied from those that 
conceptualise it as a quantifiable resource that can be held and „stored‟,  to those that 
conceptualise it as a property of the social system in which all actors are implicated 
by their consent (conscious or not) to power relations (Hindess, 1996). Power can be 
both „power over‟ or domination and „power to‟ or capacity (Clegg et al, 2006). 
 
2.5.1. Dimensions of power in organisations 
Various theorisations have been described as one, two, three and four 
dimensional.  In the first dimension, Dahl (1968), writing in the normative political 
theory tradition defined power as referring to “subsets of relations among social units 
such that the behaviors of one of more units depend in some circumstances on the 
behavior of other units,” (Dahl, 1968 in Haugaard, 2002: 10-11) with the former being 
„responsive‟ and the latter „controlling‟. He characterised power as quantifiable, 
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distributed over a domain, and specialised. Whilst it can be observed in terms of 
resources, skills and costs to individuals, this is just one aspect of power which must 
be observed in its behavioural effects. Subsequent theorists such as Bachrach and 
Baratz (1970) and Lukes (1974) were critical of Dahl but nonetheless built upon his 
basic definition.  Acknowledging that Dahl‟s definition did not tell us how the 
„controllers‟ became and remained so, Bachrach and Baratz (1970) theorised the 
power of these controlling individuals and groups as their capacity to set the agenda 
and restrict the scope of choices in decision-making available to the responsive actors. 
This has been termed the second dimension of power. This and Dahl‟s 
conceptualisation of power can be empirically observed as episodic, discernible only 
in its behavioural effects in specific bounded events or decisions. It is the 
conceptualisation most commonly held in studies that take a managerial perspective 
on power. Managerial conceptions of power use terms such as authority to denote 
power that is legitimated by organisational structure and process and is leveraged 
through mobilization strategies and control such as coalition building, empowering, 
envisioning, socialization and directing to name but a few (Palmer and Hardy, 2000; 
Delbridge and Ezzamel, 2005). Managerial theorists use terms such as interests in 
relation to power implying that power is always consciously exercised. They quantify 
power by using relative terms such as „more‟ therefore reifying it.  
The third dimension of power proposes that responsive individuals and groups 
do not appreciate their own „real‟ interests because their behaviour is structurally and 
culturally patterned (Lukes, 1974). Such critical studies of power are based on this 
assumption of „false consciousness‟. They question the neutrality of formal 
organisational structures asserting that such structures are designed to serve 
managerial interests and ensure that subordinate groups fail to perceive any other 
possible way of organising. Terms such as domination (Mumby 1987) and resistance 
(Alvesson and Willmott 1992) are evident in the language of this approach. Critical 
theorists look at ways elites or dominant groups reproduce power relations in ways 
that are advantageous to themselves by ensuring the maintenance of false 
consciousness (Lukes, 1974) in all other groups. Power relations can be thus hidden 
from non-dominant groups.  
Resistance is a concept that is used by both managerialist and critical theorists. 
From these perspectives, resistance metaphorically parallels Newton‟s law of 
reciprocal actions. Resistance can be observed in the episodic behavioural effects of 
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power. As one group leverages organisational resources to achieve their desired 
outcomes other groups resist this leveraging the resources they have at their disposal 
(Clegg, 1989). It is also conceptualised at the level of social rules as groups challenge 
the current rules that privilege some groups over others (Alvesson and Willmott, 
1992)   
Hardy and Leiba-O‟Sullivan (1998) further developed a fourth dimension of 
power drawing on the work of Foucault which conceptualises power as a network of 
relations which circumscribes the agency of all actors, dominant and subordinate. 
This dimension repudiates the notion of „real‟ interests suggested by proponents of the 
third dimension, proposing instead that such knowledge of „truth‟ or „reality‟ is an 
effect of power relations. These post-modern approaches see power as much more 
pervasive and a function of a web of social relations (Alvesson and Skoldberg, 2000; 
Delbridge and Ezzamel, 2005; Clegg et al, 2006; Kärreman and Alvesson 2009). No 
one individual can hold power and intentionally use it without unintended 
consequences (Thomas and Davis, 2005) which post-modernists would see a 
consequence of the circulatory nature of power (Palmer and Hardy 2000). The 
pervasiveness of power relations makes them difficult to resist, they are experienced 
as „reality‟ thus another way of doing things seems inconceivable. Power and 
knowledge are inextricably tied as knowledge is shaped by the effects of power 
making „truth‟ an unachievable objective, successful resistance will only usher in a 
new set of power relations. Therefore changes in knowledge can lead to changes in 
power relations (Alvesson and Willmott, 1992; Delbridge and Ezzamel, 2005) by 
exploiting the ambiguity of social structures. In post-modern conceptualisations, 
resistance and power are mutually constitutive and distributed diffusely through webs 
of relationships in an irregular localized fashion (Clegg et al, 2006; Fleming and 
Spicer, 2007; Karreman and Alvesson, 2009). Empirically telling them apart is 
therefore difficult. Fleming and Spicer (2007) suggest replacing the term with 
„struggle‟ where power and resistance can be observed interacting together and can be 
seen as potentially creative as well as destructive.  Karreman and Alvesson (2009) 
differentiate between power and resistance by describing power as “power over” and 
resistance as “power to” but point out that resistance can itself be resisted (counter-
resistance).  
Although not post-modern in his epistemology, Giddens (1984) in his 
exploration of power stresses the importance of structural constraint in providing 
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individuals with ontological security as well as facilitating agency. He describes 
power as a product of structuration that is generated by social reproduction of rules 
which takes place in the moment of agency (Giddens 1984). Giddens acknowledges 
that power can be both consensual and conflictual and ideology is “the means by 
which structures of domination
8
 are legitimated, and as the medium through which 
power is exercised to both secure and obscure sectional interests” (Mumby, 1987: 82). 
Ideology are the social rules which are produced, reproduced and transformed through 
symbolic practices including discourse and Giddens argues that dominant groups have 
greater access to these symbolic resources and thus maintain their dominance.  
 
2.5.2. Levels of power in organisations 
Using the language of dimensions in describing power does not allow us to see 
the ways in which the dimensions overlap and interact. Given that power can be 
observed only in its effects, it is perhaps more apt to describe it as being observable at 
various social levels (Giddens, 1984; Clegg, 1989). These levels can include the 
surface level of episodic power which corresponds to Dahl‟s (1968) and Bachrach and 
Baratz‟ (1970) propositions that the exercise of power is observable around the locus 
of organisational decision-making and access to the resources leveraged in this 
process (Hardy and Leiba-O‟Sullivan, 1998). Many managerialist studies examine 
this level of power effect. At a deeper level where the social rules of practice are 
reproduced or transformed corresponds to Lukes (1974) and other critical theorists 
suggestion that behaviours are structurally and culturally patterned and rarely 
challenged because actors are unaware that there may be alternatives. The levers and 
effects of power are observed through the enactment of hegemonic processes and the 
legitimation of power through cultural and normative assumptions.   
                                               
8 Domination is related to the term hegemony within theories of power. Hegemony describes “the 
ability of one class to articulate the interests of other social groups to its own (Mouffe, 1979:183)” 
(Mumby, 1987:86). Karreman and Alvesson (2009:1121) define hegemony as “some sort of centred 
consensus or common sense”. This is not dissimilar to Lukes‟ third dimension of power (1974). 
Hegemonic relations result in patterns of domination (Fleming and Spicer 2005 in discussing the early 
work of Clegg) which must be actively produced and maintained using the practical activities of power. 
Clegg later revised this view repudiating notions of domination and hegemony in favour of a more 
constitutive conception of power. 
 41 
For post-modernists such as Foucault (1977), Callon (1986) and Clegg (1989), 
the levels are interdependent and interact constantly. Power is represented in terms of 
a network of power relations within which actors inscribe, embody and embed their 
multiple interests in material artifacts (Clegg et al, 2006). These material artifacts are 
resources which provide actors with the means to achieve outcomes but power is only 
observable in its effects, not control of the resources. Thus power serves to structure, 
enable or constrain the options available to actors to act by reproducing or 
transforming social rules or structure.  
Clegg (1989) proposes a model of power in organisations [Figure 1] (Clegg, 
1989a; Clegg et al, 2006) to „represent the ways in which power may flow through 
different modalities‟ (Clegg et al, 2006: 241). The use of the circuit‟s metaphor 
emphasises that power is difficult to observe other than in its effects. The model 
enables us to “understand the different forms of agency that find expression in 
organizational contexts, where the players make sense of rules they actively construct 
and deconstruct in the context of their action” (Clegg et al, 2006: 240-241). 
 
Figure 1: Clegg’s Circuits of Power  
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Clegg‟s model is separated into three levels mirroring to a great extent the 
dimensions and levels discussed previously. The level of episodic power is reflective 
of Dahl‟s original conceptualisation of power as A having power over B to the extent 
that A can get B to do something B would not otherwise do, and it is the most easily 
observed empirically. At this level, power is at its most visible through its enactment 
in social relations, agency and mobilisation of resources to achieve outcomes based 
on agents intentions. Social relations in an organisation are embodied in the formal 
and informal structures of the organisation. These structures of authority determine 
who is in control of resources and can mobilise them to achieve their intentions. They 
serve to reify power within the organisation and this is what most organisational 
members point to when they talk about power. Power is also visible through the 
enactment of resistance (the reciprocal arrows at this level in the model). Clegg 
(1989a) points out that resistance to episodic power does not necessarily challenge 
power relations, merely the exercise of power. For social and power relations to 
change, transformation has to happen at the second and third levels of power, 
dispositional and facilitative.  
At the level of dispositional power, the rules and norms of an organisation 
enable agents to exercise power to achieve their ends irrespective of whether they 
exercise that power or not. Thus, it is a capacity, „power to‟ rather than „power over‟. 
Social rules are embedded in specific contexts and are described by Clegg et al (2006) 
as indexical
9
 and cannot be separated from the context in which they are embedded. 
They constrain or limit the standing conditions within which episodic power can be 
exercised.  
At the system integration level
10
, disciplinary technologies are enacted in ways 
that reproduce or transform power relations that in turn empower or dis-empower 
agents at the level of episodic power by enhancing or limiting the range of choices 
available to them.  Power acts to discipline
11
 both the self and others (Delbridge and 
                                               
9 “Indexical” is a term used in linguistics, where an indexical word is one that can only be understood 
in context. For example; “it was that one there” where “it”; “that one” and “there” are all context 
dependant referents. Here it refers to the context dependence of social rules. 
10 This is used in a similar sense to Giddens conceptualisation of „social system‟ as “the surface 
patterns of interactions” (Bryant and Jary, 1991:7). 
11 Discipline is a term used by post-modernists. Thornborrow and Brown (2008:358) state that 
„discipline is not an expression of power, but constitutive of it, and resides in every perception, every 
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Ezzamel, 2005). The focus is on how “disciplinary practices operate to create order, 
knowledge, and ultimately, power effects” (Townley, 1993:523). Thus, discipline is 
both internal to the agent, based on subjectivities and external social rules or 
constraints, each of which mutually constitutes the other (Knights and Morgan, 1991). 
This social system enables some social groups to dominate others and prescribe the 
obligatory passage points for the organisation where the effects of „power over‟ can 
be observed.  
Neither social integration nor system integration can be understood without 
identifying the obligatory passage points (OPP‟s) through which power must flow. 
Obligatory passage points are concepts from actor network theory (Callon, 1986) and 
refer to the „actor network linked by discourses presenting the solution of a problem 
in terms of resources owned by the agent that proposes the OPP‟ (Silva and 
Backhouse, 1997). Clegg (1989a) also referred to them as necessary nodal points and 
any change in social rules or innovations in discipline can potentially destabilise and 
change the nature of the obligatory passage points. Obligatory passage points are the 
nodes through which each of the levels interact and either reproduce or transform 
power relations. 
Obligatory passage points indicate the centrality of discourse to the 
construction of power relations. Discourse in organisations is made up of the texts that 
populate the organisation and their use (Fairclough, 2005). Any discourse is situated 
in a time and place including a network of social relations, which it in turn constructs 
(Hardy et al, 2000). Thus discourse does not just describe things but „does‟ things. 
There is a constitutive, reproductive and transformational relationship between 
language use and social structure and action (Fairclough, 1992). Discourse reifies 
social relations in an organisation by fixing individual identities and constructing 
routines and practices (Knights and Morgan, 1991, Hardy and Phillips, 2004) within 
identity discourses. Thus discourse is directly implicated in the construction of power 
relations and power relations in turn shape discourses and the texts that are produced 
and distributed within them (Foucault, 1977).  
                                                                                                                                      
judgement, every act… [it] is exercised through surveillance and dressage (work which is exclusively 
to confirm to docility of the governed), is invested in, transmitted by and reproduced through all human 
beings in their day-to-day existence‟. Collinson (2003) highlights normalisation as instrumental in the 
process of disciplining the self. 
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Fairclough (1992), using critical discourse analysis, proposed that discourse 
and other social practices create and reproduce social relations including power and 
domination based on ideology (Fairclough, 1992). His three dimensional model 
[Figure 2] conceptualises discourse as (1) a social practice, (2) a specific locally 
contextualised discursive practice and (3) a way of speaking (writing or visualising) 
giving meaning to specific experiences otherwise known as texts. Discourse has three 
functions in contributing to the construction of social identities, social relations and 
systems of knowledge and meaning. For Fairclough (2005), the social practices within 
which discursive practices are embedded are ways of „controlling the selection of 
certain structural possibilities and the exclusion of others and the retention of these 
selections over time, in particular areas of social life‟ (Fairclough, 2005:23-24). Thus 
they are the means by which power relations are constructed, maintained and 
transformed. Texts constitute and are constituted by discursive practices which in turn 
are constituted by and constitute social practices. Fairclough (1992, 2005) terms this 
inter-textuality. By observing inter-textuality, the effect that the exercise of episodic 
power has in terms of reproducing or transforming social rules can be observed. 
Fairclough (1992) sees continuity and change in this historical relationship between 
texts and sees the continuity and limitations to change derived from the system of 
power relationships that underlie ideologies. Not all texts are equally „heard‟ in an 
organisation at a given time and place or even produced. In terms of understanding 
power relations, discourse is the means by which social rules are fixed and social 
relations reproduced.  
For Fairclough, language is just one possible action open to actors, with non-
discursive actions just as important. He sees a reciprocal relationship between 
discursive and non-discursive practices and power, in which power relations shape 
and are shaped by these practices. Thus, discourse and non-discursive practices are 
directly implicated in the production, reproduction and transformation of power 
relations (Fairclough, 1992).  
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Figure 2: Three dimensional model for critical discourse analysis 
 
Fairclough (1992) 
 
Fairclough‟s model offers a means of analysing how levels of episodic, 
dispositional and facilitative power are enacted discursively through the production, 
transmission and consumption of texts. Inter-textual and inter-discursive analysis 
allows us to observe how texts are produced, transmitted and interpreted by different 
actors as exercises of power and resistance (Kärreman and Alvesson, 2009) and how 
this reproduces and transforms power relations.  
In this study, power is assumed to be both productive and constraining 
(Foucault, 1977; Knights and Morgan, 1991), can be observed only in its effects 
which can be  observed in terms of actors behaviours as well as the social rules within 
which such behaviours are embedded. These social rules and the disciplinary practices 
they produce empower some actors and disempower others further reproducing power 
relations.  
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2.6. Organisational power and identity 
In the previous discussion of power in organisations, social relations 
determine which actors can control and contest discourses with agency denied to 
some and given to others (Clegg, 1989a). Individual subjectivity or identity is central 
to the enactment of power at all levels. The individual „self‟ is shaped by power 
relations (Delbridge and Ezzamel, 2005). Organisational practices linked to social 
identities such as professional identities serve to discipline members as individuals 
and groups, and are an effect of power (Knights and Morgan, 1991; Townley, 1993). 
Perceptions of the organisation‟s identity by others outside the organisation also serve 
to discipline members. The construction of an organisation‟s identity can be seen to 
be a power effect as well as a medium through which power relations themselves are 
reproduced and transformed. Little of the extant research in organisational identity 
dynamics considers power and the role that it plays in construction explicitly; 
however, assumptions about power are evident in much of the theoretical and 
empirical work in the field. The following sections will explore how power is evident 
in the theorisation of organisational identity construction and the interaction between 
organisational and individual identities. This exploration focuses on much of the 
empirical and theoretical work that has been done on multiple organisational 
identities. 
 
2.6.1. Power in organisational identity research 
Using the language of Clegg‟s (1989) circuits‟ model, we can examine the 
organisational identity literature by classifying it in to that which assumes 
organisational identity is a power effect at the episodic level and that which assumes 
identity and power are mutually constitutive with organisational and individual 
identity as techniques of discipline and production within the organisation. The 
former often takes a managerial or critical perspective and the latter critical or post-
modern. 
Managerial regulation of organisational identity 
Research taking a managerial perspective of organisational identity 
construction predominates. It assumes that organisational identity can and is managed 
and controlled by organisational leaders at the level of episodic power relations and in 
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discursively fixing rules governing relations (Clegg, 1989). Even the first 
conceptualisation of organisational identity and members‟ identification contained 
some not so covert allusions to power and control. Ashforth and Mael (1989:28) 
described how “through the manipulation of symbols… management can make the 
individual‟s membership salient and can provide compelling images of what the 
group or organization represents”. The assumption here is that „a clear sense of 
organisational identity is normatively regulating, promoting coordinated purposeful 
action and particular instrumental behaviour‟, (Alvesson and Robertson, 2006:197). 
Managers have been shown to play a normative role in regulating the reproduction 
and transformation of identity (Ashforth and Mael, 1989; Dutton et al, 1994; Hall and 
Du Gay, 1996; Fiol, 2002; Empson, 2004; Alvesson and Robertson, 2006, Alvesson 
and Empson, 2008).  They use organisational identity to „structure and harness the 
collective energies of organisations‟ (Haslam et al, 2003:365). Fiol (2002) advocates 
rhetorical strategies which leaders can use to ensure congruence between individual 
work-place identities and their vision of the desired future identity. Scott and Lane 
(2000) describe managers differentiating between the identity claims of an 
organisation‟s stakeholders on the basis of what the managers perceive to be the 
power, legitimacy and the urgency of the stakeholder‟s claim.  Organisational identity 
regulation has been suggested as a resource available to managers in their toolkit of 
organisational discipline and control (Golden-Biddle and Rao, 1997; Gioia et al, 
2000; Alvesson and Empson, 2008) although as highlighted previously, the options 
are not limitless but bounded by environmental constraints (Gioia et al, 2000). Such 
studies assume that power is observable in the decision-making around an 
organisation‟s strategy and image. Whilst this is true, it is unlikely to be the full story. 
Some managerialist research explores the existence of multiple organisational 
identities within a single organisation (Golden-Biddle and Rao, 1997; Ashforth & 
Mael, 1989; Glynn, 2000, Pratt and Foreman, 2000; Foreman and Whetten, 2002). 
This has expanded the horizon of the managerialist perspective, allowing for greater 
plurality. Hybrid identities (Albert and Whetten, 1985) describe different identity 
discourses, observed in different parts of an organisation such as the different teams in 
the rehabilitation unit studied by Pratt and Rafaeli (1997) existing in parallel with an 
organisation-wide identity.  Multiple identity studies suggest that more than two 
identities can be in evidence at organisation-wide level as well as at multiple levels 
from individual to organisation (Foreman and Whetten, 2002). However much of this 
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research plays down or fails to explore the tensions and conflict observable in power 
relations when multiple organisational identities interact. The studies instead tend to 
focus on multiple organisational identities as complementary and consensual 
fragments of a larger whole (Corley and Gioia, 2004; Ravasi and Schultz, 2006) and 
any conflicts can be resolved through managerial strategies of sense-giving (Pratt and 
Foreman, 2000; Corley, 2004). Some research has focused on managerial claims 
exclusively terming this identity regulation (Alvesson and Willmott, 2002; Empson, 
2004) where managers explicitly regulate the identity of the organisation prescribing 
who the organisation is based on their aspirational image (Empson, 2004) or desired 
future image (Gioia and Thomas, 1996). Identity discourses have been differentiated 
on the basis of legitimacy (Scott and Lane, 2000; Whetten, 2006). Whetten (2006) 
equates legitimacy to demonstration of value but does not clarify what he means by 
this. Scott and Lane (2000) acknowledge the contested nature of organisational 
identity construction, but again, place managers at the centre of determining whose 
claims carry legitimacy and urgency. This assumes that the social rules governing 
meaning and membership privilege managers. Managers, under the influence of 
exogenous environmental contingencies (Clegg, 1989a) act to reproduce or transform 
power relations through the use of identity claims or discourses. In contrast Corley 
(2004) suggests that managers and other organisational members‟ claims, though 
different, can be seen as complementary rather than conflicting.  
Taking a post-modern perspective, Brown (2006) suggests that organisational 
identity is constructed discursively with multiple claims, or in his terms „identity-
relevant narratives‟, demonstrating elements of sharedness and contradiction which 
can be sources of creativity in organisations. He terms the outcome of this to be 
„collective identity‟ rather than multiple identities, where the collective identity is the 
totality of multiple narratives in which multiple claims and discourses compete for 
dominance. However Brown (2006) acknowledges that powerful forces within an 
organisation can promote and close down identity discourses. 
Critical research has examined other organisational members‟ responses to 
managerial identity regulation (Humphreys and Brown, 2002) where managerial 
attempts at regulation have been described as dominant identity narratives or 
discourses. Humphreys and Brown (2002) highlight the potential for conflict here 
which others down play (Corley and Gioia, 2004). They describe members‟ 
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perceptions of managerial hegemony
12
 in the act of regulating the organisations 
identity. Others have presented this process as one of problematisation
13
 (Callon, 
1986) where a dominant group presents a problem to which only they hold the 
solution.  
 
Organisational identity as disciplinary technique 
Research taking critical or post-modernist perspectives takes the view that 
fragmentation in organisational identity results in tension, ambiguity and conflict and 
this is present in all organisations to varying degrees. Such studies are interested in 
looking past episodic power relations and their observable effects in organisational 
behaviours such as decision-making, examining the interaction of multiple discourses 
and narratives of actors to draw out the social rules and disciplinary practices that 
constrain them (Humphreys and Brown, 2002; Thornborrow and Brown, 2009). There 
has been considerable cross-over in the critical and postmodernist perspectives in the 
theorisation of organisational identity construction (Humphreys and Brown, 2002; 
Brown and Humphreys, 2006; Brown, 2006; Thornborrow and Brown, 2009; 
Alvesson and Ka rreman, 2007), although individual studies may emphasise one 
perspective over another. Critical theorists place emphasis on the process of struggle 
resulting in domination, social change or continued conflict. Post-modernists see 
power and its effects as enabling and creative as well as constraining and destructive. 
They see work-place identities, organisational identity and the process of 
identification as sites of workplace discipline and control. This discipline and control 
is not necessarily constraining, but can be enabling and creative (Foucault, 1977 cited 
in Rainbow 1984).  They point out that subjectivities themselves are power effects in 
that organisational members generate their sense of self in relation to others and 
                                               
12 Hegemony describes “the ability of one class to articulate the interests of other social groups to its 
own (Mouffe, 1979:183)” (Mumby, 1987:86). Ka rreman and Alvesson (2009:1121) define hegemony 
as “some sort of centred consensus or common sense”. 
13 “Problematisation” is used here as Callon (1986) originally used it within the sociology of translation 
(further discussed in section 2.7). Thus the dominant group of agents in the AHSC sought to become 
indispensable to other agents in the creation of the AHSC by defining the nature and problems of the 
hospital trusts and suggesting that these would be resolved with reference to the „obligatory passage 
point‟ of the dominant group‟s vision of an AHSC that exceeded performance expectations. 
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relations of power are implicated in this process. But the exercise of power depends 
on the creation of subjects whose sense of identity is tied to the reproduction of power 
relations (Foucault, 1977 cited in Haugaard, 2002; Knights and Willmott, 1989; 
Deetz, 1994). This indicates a recursive relationship between identity and power and 
mirrors the conceptualisation of power in Clegg‟s (1989a) circuits‟ model.  
Individual identities are constructed in the work place as individuals attempt to 
impose certainty or ontological security in highly ambiguous situations (Brown, 2001; 
Collinson, 2003; Clegg et al, 2007; Garcia and Hardy, 2007). Our sense of who we 
are is bounded by the classifications we use socially and Foucault (1977 cited in 
Haugaard, 2002) saw this as an enabling power effect. Workplace identities and 
identification have been described as sites of control and discipline within 
organisations (Deetz, 1994; Knights and Willmott, 1985, 1989; Alvesson and 
Willmott, 2002). Organisations have been described as using workplace and 
professional identities to socialise individuals (Rousseau, 1998; Pratt and Foreman, 
2000; Alvesson and Willmott, 2002; Alvesson and Ka rreman, 2007; Thornborrow and 
Brown, 2009) and align their workplace identities with the identity of the organisation 
(Fiol, 2002). Research has also described how individuals strive to reconcile their 
professional identity with that of the organisation by engaging in a conscious process 
of identity work (Alvesson and Willmott, 2002; Sveningsson and Alvesson, 2003; 
Thornborrow and Brown, 2009).  Some of these studies assume a managerialist 
perspective placing managers in a regulatory position of exercising „power over‟ other 
organisational members. Others take a more critical or post-modern perspective 
examining how organisational members interpret the organisation‟s identity in context 
of their individual identity and resolve perceived discrepancies by resisting or 
consenting to what they perceive to be legitimate regulation. The processes of 
external control and self-discipline has been described in largely discursive terms 
(Leonard, 2003; Doolin, 2002) but non-discursive and mixed practices such as 
organisational dress, use of space and human resource management practices have 
also been observed in constructing professional and organisational identities (Pratt 
and Rafaeli, 1997; Halford and Leonard, 2003; Alvesson and Ka rreman, 2007). Thus 
workplace and professional identities contribute to the construction of identities at 
multiple layers of the organisation (Foreman and Whetten, 2002) and at all levels of 
social relations (Clegg, 1989a). 
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Individuals position themselves within an organisation‟s identity discourse 
based on their individual interpretations of the identity discourse (Garcia and Hardy, 
2007). They also position themselves within the organisation‟s identity discourse 
based on their workplace identities which are shaped by workplace practices (Deetz, 
1994) or to use Clegg‟s (1989a) term, techniques of discipline and production. This 
interpretation can be accepted and „applauded‟ (Czarniawska-Joerges, 2004; Chreim, 
2005), or rejected (Humphreys and Brown, 2002) based on the shared rules of 
relationship and meaning in the organisation (Clegg, 1989a; Deetz, 1994).  
 
2.7. Constructing a dominant organisational identity 
Whilst some studies focus on the pluri-vocal or collective nature of 
organisational identity (Brown, 2006) or describe the multiple identities observable in 
organisations (Pratt and Foreman, 2000; Foreman and Whetten, 2002), many observe 
that organisations and their members attempt to resolve what they perceive to be 
conflicts in fragmented and ambiguous identity discourses. Whetten (2006) repeatedly 
used the term „legitimate‟ when clarifying what he described as the weak definition of 
organisational identity in the literature.  He described a legitimate identity claim as 
having „repeatedly demonstrated [its] value‟ (Whetten, 2006:221) without clarifying 
what value and to whom. Legitimacy can be viewed as a perception based on 
congruence with collective social rules, norms and values (Deephouse and Suchman, 
2008). For Whetten (2006), organisational identities are explicitly linked to excepted 
social forms and accountability standards which signify the limits of suitable action, 
similar to Corley et al‟s (2000) assertion of the constraints on organisational identity 
construction and Clegg‟s (1989a) social rules which fix relations of meaning and 
membership. 
 But legitimacy itself is socially constructed and therefore mutable (Sillince 
and Brown, 2009). Establishing legitimacy is dependent on social integration (Clegg, 
1989a) and the reproduction and transformation of the rules which govern meaning 
and membership. It is the result of a process which establishes a group or discourse as 
dominant in the organisation (Clegg, 1989). As well as rules that are internal to the 
organisation, wider environmental or institutional rules constrain organisational 
identity (Glynn, 2008). These are also a social construction, usually on the part of 
managers and organisational leaders (Clegg et al, 2007). Establishing the legitimacy 
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of an identity discourse can be seen as a power effect where legitimacy is the product 
of a technique of discipline which empowers a group and establishes their identity 
discourse as dominant. The emphasis in much of the extant research has been on how 
managers use their control over resources (Alvesson and Robertson 2006) and their 
knowledge of the social rules governing meaning and membership in the organisation 
(Clegg, 1989a) to construct a legitimate or dominant identity which in turn reproduces 
the existing power relations. But reproduction is not always the outcome. Humphreys 
and Brown (2002) paint a picture of an organisational leadership whose attempts at 
regulating identity provoked substantial and successful resistance to what members 
described as an illegitimate identity claim.  This derailed the management group‟s 
realisation of a desired future identity and ultimately their position within the 
organisation. It can be argued that the leadership group in Humphreys and Brown‟s 
study, being newly appointed, lack the established legitimacy or support of an existing 
set of social rules to implement their vision. The organisation‟s identity, much like 
individual identities enables action but bounded by specified rules (Gioia and 
Thomas, 1996; Hatch and Schultz, 2002; Ravasi and Schultz, 2006). These rules are 
the same rules that govern relations of power in an organisation (Clegg, 1989) and can 
be both internal and external to the organisation.  
Callon (1986: 224) talked about power relations as “describing the way in 
which actors are defined, associated and simultaneously obliged to remain faithful to 
their alliances”. The sociology of translation proposed by Callon (1986) describes 
how an „enunciator‟, an actor or group, defines a problem in a way that identifies 
them as the holders of the solution. They do so through a process of translation which  
involves problematising, enrolling and mobilising other actors in their solution 
through social practices and material artefacts. The needs of actors, both human and 
non-human, inter-relate in this process of translation. This mirrors Fairclough‟s 
(1992) description of inter-textuality, where actors reframe or recontextualise each 
other‟s discourses based on their own needs.  This process of inter-relating could help 
to explain how the organisational identity discourse of a single group can appear to 
dominate in an organisation, whilst other identity discourses remain evident. It is 
likely that the organisational identity that comes to dominate in an organisation is the 
one which is able to speak to multiple actors and groups simultaneously (Kornberger 
et al, 2006).  
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2.8. Conceptualising organisational identity in this study 
In summary, the organisation and its identity are cognitive schema in the 
minds of organisational members and other stakeholders, which are discursively and 
non-discursively constructed, reproduced and/or transformed. The interaction of the 
different schema gives rise to multiple identity narratives and discourses (Brown, 
2006). These multiple identity discourses interact in the context of a web of social 
relations which define membership of social groups and fix the relationships between 
these groups. Organisational identity discourses are expressed and interpreted through 
this lens. One identity discourse is likely to emerge as dominant as the group 
promoting it emerges as dominant within the organisation. Organisational identity 
dynamics are a consequence of this interaction between these multiple identity 
discourses and the social structure in which they are embedded including power 
relations. This study seeks to establish how individuals and groups in an organisation 
arrive at their understanding and descriptions of the features they describe as making 
up the organisations identity and how their different understandings and descriptions 
interact, are constructed by and in turn construct the social system which will have 
observable modes (Fleetwood 2005) and social rules and practices (Clegg, 1989). 
 
2.9. Research gap  
In seeking to resolve conflict and ambiguity between multiple identity 
discourses as described by organisational members in the process of constructing 
organisational identity, managers and other organisational members engage in 
strategies aimed at resolving this fragmentation to achieve the appearance of a unitary 
organisational identity. Organisational identity construction can thus be construed as a 
process in which power is directly implicated. Various identity discourses are 
observed in the organisation but only one „legitimate‟ identity discourse will 
dominate.  
The effect of power relations on the reproduction and transformation of 
organisational identity has been under-explored and under-theorised (Brown, 2001). 
Identity construction as a power effect has also been neglected. Power relations and 
the role they play in the construction of organisational identity are present in most 
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theorisations but implicitly with substantial assumptions made about how power 
relations shape organisational identity. Little attention is paid to a potentially 
recursive relationship where organisational identity is constructed through the 
medium of power relations with the outcome of transformed power relations. This 
study aims to explore this gap in the research programme by explicitly examining 
organisational identity construction as a political process. 
 
2.10. Research question 
This study explores the political process of organisational identity dynamics. 
Based on the preceding literature review, the assumptions that underpin this study are 
two-fold. It assumes that this process is enacted discursively and non-discursively 
through routinised and innovative organisational practices. It also assumes that 
managers seek to regulate a desired organisational identity discourse, but this is open 
to interpretation by multiple internal and external stakeholders who may pursue 
alternative identity discourses. 
The research question which this study seeks to address is: 
How are technologies and practices of power enacted discursively and non-
discursively in the struggle to resolve the conflict between multiple identity discourses 
and what does this tell us about the role of power in the construction of an 
organisation‟s identity? 
To answer this question the study explores:  
 how individuals and groups use technologies and practices to assert their 
desired future identity discourse;  
 how they take account of other identity discourses which may be influenced 
by legacy identities, professional identities and alternative desired future 
identities to express continuity and change;  
 how one identity discourse comes to dominate and be presented as the 
single unitary and unifying organisational identity; and   
 how the identity discourses that are non-dominant continue to be expressed, 
silenced or integrated into the dominant identity in a process of struggle 
(Fleming and Spicer, 2005).  
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2.11. Chapter conclusion 
This chapter has summarised the substantive research in the field of 
organisational identity dynamics, conceptualising it as a socially constructed 
phenomenon. It described organisational identity as a multi-level discursive 
construction. The chapter went on to discuss this organisational identity research in 
the context of power and its effects in organisations. The chapter then summarised 
how this study aims to contribute to our understanding of organisational identity 
dynamics by exploring the construction of organisational identity as a political 
process.  
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3. Chapter 3: Methodology 
3.1. Chapter introduction 
The aim of this chapter is to outline the research methodology undertaken as 
part of this study. The chapter will outline the reflexive methodology that was 
undertaken throughout the process of designing the study with the aim of answering 
the research questions within the boundaries of the context and the capacities of the 
researcher. 
I first outline the epistemological and ontological assumptions on which this 
study is based and how these informed the research strategy that was employed. The 
iterative process of research design is then described chronologically starting with the 
exploratory interviews carried out in the summer of 2007 and culminating in 
theoretical sampling in the autumn of 2008 and spring of 2009, identifying the 
feedback loops and many points of review throughout the process. The processes of 
data sampling, collection and management methods are described in detail and the 
rationale for differences at each stage of the study explained. Methods of data analysis 
are then discussed with respect to the data collected as well as research questions that 
were being addressed. Reflexivity
14
 was seen to be integral to the design of this study, 
given the epistemological and ontological assumptions on which it is based as well as 
the strategy of discourse analysis used. This is discussed through out the chapter with 
key points summarised in the final section on research quality.  
 
 
                                               
14 14 Alvesson and Skoldberg (2000) define reflexivity in research as synonymous with reflection but 
aimed at several different levels or themes within the research in question (ontological, epistemological 
and methodological) thus aimed at the researcher themselves engaged in the production of knowledge. 
 57 
3.2. Ontological and epistemological assumptions 
The debate surrounding ontology and epistemology in sociological research 
was made explicit within the field of organisational analysis in 1979 by Burrell and 
Morgan when they presented a model which discriminated between the different 
research paradigms. These were deemed mutually exclusive in terms of the 
perspectives on the social world. The model remains widely cited in the field of 
organisation studies, as it presents a neat summary of the different paradigms despite 
being subject to some valid criticisms (Deetz, 1996; Holland, 1999). 
Since then, different labels have been used in the literature to define the 
different ontological stances with some assuming ontological dichotomy whilst others 
present a continuum or spectrum of ontology. Some of the dichotomous labels which 
have been used include objectivity versus subjectivity; positivism versus 
interpretivism; quantitative versus qualitative; modernism versus post-modernism; 
realism versus constructionism, and this profusion of terms add to the confusion 
surrounding the debate. 
In this study, my ontological assumptions, or my assumptions about what is 
real or knowable (Guba and Lincoln, 1994), reject this ontological dichotomy. 
Combining elements of realism and constructionism enables me to take account of 
both the knowable and material reality „out there‟ (Miles and Huberman, 1994; 
Kilduff and Mehra, 1997; Alvesson and Skoldberg, 2000; Fairclough, 2005a) as well 
as the multiple interpretations of „reality‟ or „truth‟ and avoids privileging one 
position over another (Kilduff and Mehra, 1997). My interest is not in establishing 
„reality‟ but in how individuals and groups arrive at their „reality‟ and how these 
different perspectives interact, are constructed by and in turn construct the social 
system which will have observable „real‟ modes (Fleetwood 2005). As Alvesson and 
Skoldberg (2000:183) put it:  
“The question is not whether there is a reality, or if it is interpreted or not, but 
rather how much of reality is interpreted and how.”  
Berger and Luckmann (1967) see the interest of the sociologist in how certain 
ideas come to be „real‟ for a society or social group, how this „reality‟ is maintained 
or changed. Hence interpretivist research focuses less on „reality‟ itself and more on 
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how it is constructed or interpreted by social agents. However, Berger and Luckmann 
(1967: 127) qualify this by pointing out that:  
“S/he who has the bigger stick has the better chance of imposing his/her definition 
of reality.” 
This interpretivist ontological stance leads directly to my epistemological 
assumptions about how we come to know what we know. Epistemologically, I believe 
that in the social world reality is constructed inter-subjectively and inter-textually, 
primarily, but not entirely, through discourse and must be understood in locally 
situated context (Mumby, 1987; Alvesson and Skoldberg, 2000; Fairclough, 2005a; 
Luckmann, 2008; Hatch and Yanow, 2008).  This inter-subjectivity extends not just to 
the researched but includes the researcher and points to the centrality of reflexivity in 
such research approaches (Hatch and Yanow 2008). The process of carrying out 
research is a social process itself, that is, it is far from „objective‟, and the choices and 
judgements that are made at each stage should be reflected on and this reflection 
explicitly referred to in the course of analysis and presentation of the findings (Deetz, 
1996; Hardy et al, 2001; Cunliffe, 2003; Clegg and Hardy, 2006). This reflexivity 
forms a core part of my research design and analytical framework which will be 
discussed in this chapter. 
Burrell and Morgan (1967) outlined the assumptions related to human nature 
which they perceived as having an effect on the perspective of the researcher. They 
identified the duality of „determinism‟ versus „voluntarism‟. This corresponds to the 
terms „structure‟ and „agency‟ where those taking a determinism/structure perspective 
see human beings as the products of their experiences and their social environments 
whereas those taking a voluntarism/agency perspective see human beings as the 
creators of their environment. In common with a critical realist perspective, I see both 
structure and agency as mutually constitutive (Giddens, 1984; Fairclough, 2005a; 
Fleetwood, 2005; Sewell, 1992) where structure is conceived as both the medium and 
the product of social action or agency and focuses on the need to analyse both 
simultaneously as agency does not exist outside social structure.  
Therefore the methodology of this study or the practice of attaining knowledge 
is based on the premise that different agents will have different accounts of the same 
practice or idea. All our knowledge about the world is filtered through human 
perception and the linguistic codes that we ascribe to these perceptions (Tsoukas, 
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2000). These different perceptions as well as observations of organisational practices 
in situ give us clues as to the social structures that shape and are shaped by social 
action. And such structures do exist in my view, be they:  
“More or less obligatory ways of doing things, traditions and institutions… [that] 
are constructed - and sedimented in collective memory – in social primarily if not 
exclusively, communicative interaction.” 
Luckmann (2008: 281). 
Thus, I do not start with a priori assumptions regarding the outcome of my 
research or posit a hypothesis which I seek to prove or disprove. I see value in many 
of the paradigms outlined by Burrell and Morgan and recognise that each brings a 
different set of strengths and limitations to the process of research. Instead, I employ a 
reflexive research methodology (Alvesson and Skoldberg, 2000) which provides me 
with rich descriptive empirical material and a diversity of methods of analysis which 
are sensitive to the variety of interpretations as well as the context in which they are 
embedded. The research strategy and methods of collection and analysis will be 
discussed in more detail in the sections to follow.  
 
3.3. Research strategy 
The strategy employed from the outset of this study has been that of a 
qualitative field study consistent with the epistemological and ontological 
assumptions that have already been outlined. The features of qualitative research as 
expressed by Miles and Huberman (1994) made it clear that this strategy would be the 
most appropriate to this particular study. Central to these features is the role of the 
researcher at all stages as the main instrument of the study in „gaining a holistic view‟ 
(Miles and Huberman, 2000;6), capturing the perceptions of local actors; isolating 
themes and expressions; explaining sense-making and making interpretations based 
on theory using mainly words rather than numbers. These features make a number of 
simplistic assumptions that must be continually questioned as part of the process of 
reflexivity and will be discussed in more detail later.  
Rather than adhering to one single research strategy such as grounded theory 
or ethno-methodology which each have their limitations, a number of approaches 
were felt to offer differing perspectives on the same empirical material. This probably 
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stems from my background as a clinical speech and language therapist where multiple 
analysis tools and frameworks are used to assess a client‟s communication in many 
naturalistic settings to obtain as comprehensive a picture as possible. It was 
considered important however, that any methods used were internally consistent with 
my stated methodology and the underlying ontological and epistemological 
assumptions.  
Thus I sought to gain access to as much empirical material as possible over an 
extended period through direct observation, interviews and documentary review 
whilst also engaging in a literature review related to the research question. This 
literature review encompassed as many theoretical perspectives as possible and was 
combined with the cumulative initial analysis of the empirical material during the 
field work phase.  
 
3.3.1. Emergent strategy  
The strategy which evolved over the course of the research is guided by 
Alvesson and Skoldberg‟s (2000) reflexive methodology. They present a model 
outlining different levels of interpretation within qualitative research. Whilst other 
authors have discussed the importance of reflexivity in qualitative research (Calas and 
Smircich, 1999; Holland, 1999; Cunliffe, 2003; Denzin and Lincoln, 2003; Johnson 
and Duberley, 2003; Hatch and Yanow, 2008) few have discussed it in the detail that 
Alvesson and Skoldberg (2000) do. They included in the scope of their argument 
multiple qualitative research methodologies which have historically been viewed as 
discreet and contradictory, namely grounded theory, hermeneutics, critical theories, 
post-modernism and discourse analysis.  
Alvesson and Skoldberg (2000) define reflexivity in research as synonymous 
with reflection but aimed at several different levels or themes within the research in 
question (ontological, epistemological and methodological). The process is aimed at 
the researcher themselves engaged in the production of knowledge. They highlight the 
importance of careful interpretation and reflection in this process of reflexivity. 
Cunliffe (2003) cites Pollner as defining reflexivity in terms of „unsettling‟ the 
process of research, where the researcher questions his or her assumptions, discourses 
and practices in their description of reality. Cunliffe (2003:985) goes on to define 
reflexivity as: 
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“[The] need to recognize our philosophical commitments and enact their internal 
logic, while opening them to critical questioning so that we expose their situated 
nature.” 
Alvesson and Skoldberg (2000) describe a process of reflexivity [Figure 3] 
which takes place at and between four levels with multiple feedback „loops‟ which 
they termed the quadri-hermenuetic process. This goes well beyond the usual tactics 
for verifying the validity of research findings that are restricted to reflecting in a 
rather one-dimensional and mechanistic way on the methods undertaken during the 
collection, analysis and interpretation of the empirical material.  
 
Figure 3: Quadri-hermenuetic process of reflexivity  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Adapted from Alvesson and Skoldberg (2000) 
 
3.3.2. Application of reflexive methodology 
The approach calls for reflexive interpretation at each of these levels; in the 
researchers contact with the empirical material, reflecting on the act of interpretation, 
making the political and ideological contexts of the research explicit and being clear 
about representation and the researchers‟ authority [Figure 3]. Cunliffe (2003) stresses 
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the avoidance of problemizing the research to the point of researcher paralysis or 
engaging in self-referentiality resulting in “tedious and unrevealing self-circularity” 
(Cunliffe, 2000:991). Well constructed reflexive research should result in creative, 
critical and novel insights that avoid complacency and superficiality (Alvesson and 
Skoldberg, 2000; Cunliffe, 2003). 
Alvesson and Skoldberg (2000) call on the researcher to reflect on the 
technical methods used to collate and analyse empirical material in common with all 
research. However, they also exhort the researcher to reflect on the process of 
interpretation by considering the influence of their repertoire on interpretations. By 
this they mean that researchers come to any study with theoretical biases and these 
shape the direction and mode of interpretation at primary and secondary levels. This 
can also be expressed in terms of the influence of the research community in which 
the researcher finds themselves embedded (Hardy et al, 2001).  In the case of this 
study, my place in a business school with its dominant focus on managerial 
perspectives in organisational research influenced my preliminary interpretations. 
Certain journals are valued more highly as theoretical and empirical sources and given 
the potential of a future career in academia in a business school, this inevitably 
influenced my choices. These informed my initial sampling, the questions asked of 
interviewees in the first interviews and the organisational events observed as well as 
the initial interpretations that were made in the field which essentially construct the 
empirical material. One of the challenges at this time was to remain aware of the 
potential effects that each interviewee had on me in the course of the interview and 
subsequently. Many of the interviews were highly charged with interviewees 
expressing the views with great emotion, both positive and negative, and it was 
difficult to remain uninfluenced by this. Distance, both spatially and temporally, 
before analysing the interview proved the best strategy in mitigating this. 
I was conscious that any interpretation which claims to find the „true‟ meaning 
behind what is said and done is open to charges of researcher arrogance and bias. To 
this end, I chose to focus on a discourse analysis, thus focusing the interpretation on 
participants expressed views and their situated actions or practices, moving between 
these to present a holistic picture of organisational members‟ polyphonic narrative. 
Throughout this process, the researcher is sifting through the empirical material, 
selecting what it considered meaningful from what is not, and this continues through 
the process of interpretation.  
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One of the issues I faced in taking a more critical perspective was how this 
would be presented to the organisation being researched. One of the pre-conditions of 
access was that I would share my findings with the organisation‟s leadership. I chose 
to present an „emic‟ account or one that summarised the empirical materials using the 
interviewees‟ own accounts and language rather than my interpreted account. This 
was shared with a sample of participants that included but was not confined to the 
organisations leadership. Alvesson and Skoldberg (2000) mention the importance 
researchers reflecting on their role as questioning or reproducing the social 
institutions they study. After reflection and discussion with my supervisor and 
doctoral peers, I determined that providing an „etic‟ or interpreted account would not 
contribute to the organisational development of the organisation I was studying, nor 
enhance the quality of my research at that stage and that I would provide this account 
at the end of the write-up of this thesis.  
 
3.3.3. Criticisms of reflexive methodology 
The rationale for employing the reflexive methodology described here was to 
attempt to compensate for the gaps as I saw them in the ontologically diverse 
methodologies that were explored. Thus, this methodology is open to some of same 
criticisms in relation to technical application as each of the methods used. These will 
be described in more detail in the coming sections on sampling, collection, 
management and analysis of empirical material. 
There are a number of criticisms that are more fundamental to the 
methodological assumptions underlying them that also need to be highlighted. 
Cunliffe (2003) points to the potential for self-referentiality. She suggests that this is 
not done to privilege the researcher‟s position but to ensure internal ontological 
consistency, recognising the audience for our research will themselves make different 
interpretations.  
Rhodes (2009) takes this a step further describing the potential that reflexivity 
will result in “ego-centric musings, self-promoting confessionals” and “more reflexive 
than thou testimonials” (Rhodes 2009; 661) that end up enhancing rather than 
questioning the authorial authority of the researcher. I would propose that it is 
possible to avoid doing both of these things and post-modernist approaches to 
research demand that the researcher is seen as embedded in the context he or she is 
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studying (Kilduff and Mehra, 1997; Calas and Smircich, 1999). Reflexivity is in part a 
process engaged in by the researcher to situate the research spatially and temporally in 
a field of research with its particular assumptions and dominant positions. Reflexivity 
is itself a political process and as such should be described clearly as part of the 
presentation of the research. However one should avoid privileging the voice of the 
researcher by including the voices of the participants in the process of reflexivity 
(Cunliffe 2003). 
There is also the risk that what is revealed in the process of reflexivity is only 
what the researcher chooses to reveal. This can only be mitigated through the 
application of ethical principles in qualitative research (Alvesson and Skoldberg, 
2000; Rhodes, 2008) and implies a relationship of trust between the researcher, the 
researched and the research community (Hardy et al, 2001). This assumes also that we 
can know ourselves completely. My assumption would be that the research journey is 
aimed at enhancing all knowledge including that of oneself as a researcher. 
 
3.3.4. In conclusion  
The reflexive process presented here should be evident throughout this chapter 
and the empirical and discussion chapters to follow in line with exhortations for 
internal ontological consistency (Holland, 1999; Alvesson and Skoldberg, 2000; 
Cunliffe, 2003). The following sections will outline the methods that were used in the 
application of this methodology.  
 
3.4. Research context 
This study was carried out at the United Kingdom‟s first Academic Health 
Sciences Centre. This was created from the merger of two West London teaching 
hospital trusts and their integration with the faculty of medicine of Imperial College 
London.  
The creation of the AHSC was first proposed in 2005. The two hospital trusts 
were formally merged in October 2007 and the AHSC launched in April 2008. I 
present a narrative of the merger and creation of the AHSC in the next chapter to 
ground the succeeding empirical chapters. This account appears mono-vocal and may 
privilege one narrative over others (Hazen, 1993, Kornberger et al, 2006; Buchanan 
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and Dawson, 2007) but is intended only as background rather than analytical in its 
own right. There is a brief chronology of events presented in Appendix 1. 
The AHSC was chosen as the site of empirical study because it was going 
through a process of profound change not just in terms of merger of three different 
organisations, but the integration of organisations from different sectors, higher 
education and healthcare. The AHSC was also a novel organisational form in the 
United Kingdom and an example of organisational innovation in the National Health 
Service in England. As such, this context enabled me to observe identity dynamics 
that were salient and therefore analytically accessible (Whetten, 2006) alongside 
complex organisational power relations in which the interaction of multiple 
professional and legacy organisational identities were discernable. 
 
3.5. Research design 
The study was an examination of single organisation using a longitudinal 
design intended to capture a process of identity construction over time. The design is 
summarised in Figure 4. The design mirrors the progress of the merger of the two 
hospital trusts and the integration of the faculty of medicine from January 2005 to 
July 2009. Appendix 1 presents an event chronology of the merger of the hospitals 
and integration with the faculty of medicine over the course of the study. The project 
team for the merger and creation of the AHSC outlined pre-merger, merger, 
integration and synergy phases to the project at the outset and these are reflected in 
the figure below. The study design is then imposed on this timeline to indicate the 
points at which the empirical material was gathered.  
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Figure 4: Study design 
 
 
 
The study was designed to ensure that the empirical data captured was most 
likely to enable exploration of the research question in the interpretive manner 
previously discussed. The first phase of the study roughly corresponded to the 
AHSC‟s pre-merger stage between January 2005 and October 2007. Documents were 
collated from as early on in the process as these were available and those who were 
present during the initial discussions were asked to reflect on these as part of their 
interview. Exploratory interviews were conducted in July 2007, three months before 
the merger took place with two senior members of the project team. During phase two 
which was the merger and immediate post-merger phase, the ethics submission for the 
study was still being considered and further interviews did not take place until 
March/April 2008. During this time I undertook a review of the extant theoretical and 
empirical literature in the field focusing on organisational identity. Interviews were 
then conducted in tandem with observations from March 2008 through until March 
2009 at which point the organisation was formally designated an Academic Health 
Science Centre. The phase two interviews were carried out mainly with the 
managerial level of the organisation. By phase three, the post-merger integration 
phase, my theoretical focus had shifted beyond the management‟s perspective on 
organisational identity and members from all levels of the organisation were included 
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in the interviews. During analysis of the empirical material, I divided this third phase 
into a post-merger phase (April 2008 – October 2008) and an AHSC phase 
(November 2008 - March 2009) to examine the processes engaged in as part of the 
AHSC designation application. 
 
 Tables 1 and 2 summarise the individual interviews and focus groups 
undertaken during each stage of the creation of the AHSC. In total, 87 organisation 
members were interviewed for this study. 
 
Table 1: Individual interviews  
 Pre-merger Merger Post-merger AHSC 
Phase duration May 2007- 
Sept 2007 
Oct 2007- 
March 2008 
April 2008 – 
Oct 2008 
Nov 2008 – 
March 2009 
Individual interviews 2 4 35 18 
 
Table 2: Focus groups 
 Group 1  Group 2 Group 3 
Date November 2008 November 2008 January 2009 
Profession Nurses  Allied Health 
Professionals 
Nurses  
Number of participants 16 4 8 
Context Training day Team meeting Training day 
 
Table 3 summarises the direct observations in terms of their timing and 
membership. 
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Table 3: Direct observations 
Meeting/Event Number 
observed 
Time frame Attendees 
Trust Board 1 December 2008 Executive and non-executive 
members of the board 
Trust Directors 5 September 2008 - 
January 2009 
Trust Directors 
Trust Executive 3 December 2008 - 
February 2009 
Trust Executives 
CPG Board 1 December 2008 Trust Directors,  Trust 
Executives, CPD directors, CPG 
Heads of Operation, Heads of 
Division (Faculty of Medicine) 
CPG Strategy 
Day 
1 October 2008 CPG board members, Trust 
Board members and Trust 
Executives 
CPG-M 3 September 2008 – 
December 2008 
CPG-M board (single Clinical 
Programme Group) 
CPG-S 4 October 2008 – 
January 2009 
CPG-S board (single Clinical 
Programme Group) 
Values 
Programme 
4 November 2008 – 
March 2009 
Human resources professionals 
and frontline staff 
Other 2 January 2009 Chief executive plus others 
 
3.6. Access and ethics approval 
As this study was conducted in the context of the National Health Service in 
England it was subject to the research ethics governance procedures of the National 
Research Ethics Service (NRES). In the first instance I and my supervisor sought the 
support of the Senior Responsible Officer for the AHSC project in the summer of 
2007 to carry out this research study and obtained this by July 2007.  
An application was then made to the NRES in September 2007. The study 
received conditional approval in December 2007 although the Research Ethics 
Committee would not give full approval until April 2008 as they did not want the 
study to start until the substantive management team was in place in the organisation. 
There was no reason given for this condition. The issues of informed consent, 
confidentiality and coercion were considered most relevant to this study. These were 
addressed successfully in the application [Appendix 2]. 
Access was initially gained through contacts in the faculty of medicine and 
these in turn led us the senior contacts within the interim management team of the 
merged trust. Once ethical approval was obtained, I and my supervisor presented the 
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aims of the study to the Clinical Programme Board
15
 of the trust and were granted 
approval by the board in accessing members of the organisation to interview and 
observe. Further to this, I contacted all attendees at this meeting by email and 
telephone to invite them to be interviewed. Access to other interviewees was obtained 
through formal networks such as the Leadership Network, the training departments at 
various sites and individual introductions.    
 
3.7. Sampling  
Sampling in this study refers to the methods of selecting individual 
participants, locations, documents and events for the purpose of gaining empirical 
material. All of these were theoretically driven and influenced at each stage by the 
focus of the question, the empirical material gathered to that point and results of early 
analysis. In addition, the organisation being studied was made up of over 10,000 
members
16
 spread over six geographically dispersed sites. Whilst representation is not 
the same issue it is in quantitative studies (Miles and Huberman, 1994) as participants 
are situated and studied in some depth, the nature of my research question meant that 
participants from all legacy organisations needed to be included in samples.  
There were four main sampling strategies used during this study [Table 4] and 
they were utilised in an iterative manner. In the first instance during phase one the 
sampling method was purposeful with participants, documents and events being 
selected based on their direct involvement in or relationship to the events leading up 
to the merger. At this stage I sought access to those that were most likely to have 
direct experience of the merger and its consequences and at this early stage it was 
only the most senior members of the organisation. This was confirmed through 
informal conversations with frontline staff within one of the organisations.  In the 
second phase, participants were selected using sampling methods which included 
snowballing from the first group of interviewees and opportunistic sampling through 
organisational events that the researcher attended as an observer and chance meetings. 
There was also some purposive sampling during this phase as I continued to focus on 
                                               
15 This was considered the main decision-making body of the trust and was certainly the most inclusive 
in terms of the representation of different groups.  
16
 Including the faculty of medicine at the university.  
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identity as a concept with definable features. I wanted to ensure that I captured what 
participants described as the definable features of their legacy organisations and so I 
sought to ensure that as many of the legacy organisations were reflected in the 
empirical material as possible. Organisational events and documents continued to be 
sampled purposefully at this stage. By phase three, sampling of individuals was 
theoretically driven by the emerging analysis. For example, clinical leadership was 
emerging as a key theme in the empirical material and yet relatively few frontline 
clinicians, particularly doctors were represented in the sample at that point. I then 
contacted all consultant grade clinicians in the trust by email through the human 
resources assistant director responsible for liaising with this group. Around this time, I 
also met the chair of one of the medical advisory committees who invited me to attend 
their meetings as an observer. As discussed before, I was also becoming more critical 
of the managerial perspective evident in much of the extant theorising and empirical 
work in relation to organisational identity and I tried to ensure that frontline staff from 
as many professional groups as possible were included in the field work.  
 
Table 4: Sampling types by phase 
 Phase 1 Phase 2 Phase 3 
Individual 
participants 
Purposive Snowball 
Opportunistic 
Theory based  
Opportunistic 
Documents  Purposive Purposive Theory based 
Events Purposive Purposive Theory based  
Opportunistic 
 
Of the 87 organisational members who participated in this study, 62 interviews 
were carried out with 59 individual participants with a further 28 participants taking 
part in three group interviews. Individual interviews varied between 30 minutes and 
120 minutes in duration with average being 65 minutes. The group interviews were all 
60 minutes in duration. Participants were sub-divided by their position within the 
organisational hierarchy, their profession, their legacy organisation and their clinical 
programme group (CPG) membership, as these were felt to be potentially 
differentiating factors in the process of identity construction being examined. Most of 
these categories were based on the participants‟ own descriptions. The only exception 
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to this was position within the organisation hierarchy. For this, I drew on human 
resource data and organisational structure documents to ascribe levels within the 
hierarchy to each participant. Those who were not ascribed a level were external 
consultants who were engaged on specific projects [Tables 5 - 8].  
 
Table 5: Sampling by hierarchical level
17
 
Level 1 Level 2 Level 3 Level 4 None 
17 14 18 35 3 
 
Table 6: Sampling by profession 
Academic Doctor Manager Medical 
academic 
Nurse AHP Other 
1 18 4 7 33 10 14 
 
Table 7: Sampling by legacy organisation 
HHNT SMH IC Other 
47 24 7 9 
 
Table 8: Sampling by clinical programme group 
CPG 1 CPG 2 CPG 3 CPG 4 CPG 5 CPG 6 Don't 
know 
None 
8 3 6 5 2 10 21 32 
 
 
Additionally, observations of twenty four meetings and organisational events 
were undertaken over a 7 month period from September 2008 to March 2009. These 
included directors meetings, public board meetings, strategy conferences, project team 
meetings, training days and organisation publicity events. Over the course of the 
study, 83 documents in hard copy and electronic format were analysed including 
                                               
17 Level 1 = senior executives; Level 2 = clinical programme group senior managers; Level 3 = chiefs 
of service; lead nurses and general managers included in phase three consultation; Level 4 = all staff 
below this including admin and clerical usually front-line staff members. 
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strategy documents, internal communication bulletins, media articles and press 
releases, meeting minutes and reports. 
The relative number of participants from levels 1 and 2 of the organisation and 
large number of directors meetings observed in phases one and two risked making the 
study biased towards the managerial group. I attempted to compensate for this in the 
later phase by including non-managerial participants.  
Although many potential participants were invited, only a proportion accepted 
the invitation. Thus, self-selection was a factor for many of the participants. Given 
that informed consent and non-coercion were critical to gaining ethical approval for 
this study it had to be made clear to all members invited to participate that they were 
entitled to decline without any ramifications. Whilst it was clear that some 
participants chose to participate to record their strongly held views one way or 
another, a larger proportion stated that they were motivated to participate in a study 
they viewed as potentially useful to the organisation‟s development.  
The methods of gaining access to the participants as well as the time 
commitment required by the method of collection chosen resulted in the exclusion of 
some frontline staff from the study. This is particularly true of administration and 
clerical staff who are barely represented in the study. 
 
3.8. Collecting the empirical material  
Empirical material collection was carried out in July 2007 (exploratory phase) 
and between March 2008 and March 2009. In July 2009, I returned to the field with a 
summary of the interview accounts to obtain feedback from a sample of interviewees 
and as a result of this, obtained some further empirical material that was included for 
analysis
18
. 
The methods chosen for collecting empirical material were semi-structured 
interviews, direct observations and review of relevant documents. These methods, 
their application, strengths and weaknesses are discussed in more detail in the 
succeeding sections. The methods were chosen as they were felt to elicit rich 
empirical material and would enable me to use the methods of analysis and 
                                               
18 The reasons for this feedback are discussed in more detail in the final section of this chapter which 
explores research quality. 
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interpretation that would help me explore the issues related to the research question in 
detail.  
 
3.8.1. One to one interviews 
The interview process was chosen as a method in part because the researcher 
had considerable experience in using this method both as a clinician and as a 
researcher. Interviews provide interpretive researchers with one window into the 
perspectives of participants on the topic being researched in the participants‟ own 
language. It is a form of conversation that allows the researcher to explore a particular 
topic (Charmaz, 2006). It is unlikely that such a conversation would occur in 
everyday routines and this has both strengths and weaknesses. The directed 
conversation allows the interviewee to reflect on the topic in ways that s/he may not 
have had an opportunity to previously and thus provide the researcher with a rich 
source of empirical material. This storytelling is essentially a reconstruction of the 
persons experience (Silverman, 2001) and temporal and spatial distance will affect 
what aspects of the story are emphasised and how it is told. The researcher should try 
and take account of this in the analysis, particularly when analysing inconsistencies. 
The process of reflection itself may have an impact on how the interviewee thinks or 
feels about the topic and subsequently acts. As a process, interviewing is open to 
multiple interpretations at different stages. Both the interviewee and interviewer make 
interpretations during the process of the interview itself, the interviewee interprets 
what s/he thinks will be useful to the researcher and the researcher focuses on what 
s/he interprets to be interesting and worthy of further exploration (Alvesson and 
Skoldberg, 2000). The process of analysis is then a double hermeneutic process of 
interpreting interpretations on the part of the interviewer followed by further 
interpretation on the part the research audience.  
One of the concerns that I had at the outset of the study was the effect my 
position as a doctoral researcher within one of the institutions that was participating in 
the creation of the AHSC, would have on the participants. Part of the process of 
informed consent stressed the confidential nature of the interview and observations 
and that all contributions would be anonymised. It was also pointed out that the 
research had not been commissioned by any one group within the organisation and 
was independently funded. This reassured those who went on to participate in the 
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study but it is possible that some of those who chose not to participate did not trust in 
this assurance. 
All interviewees were aware of the research prior to agreeing to the interview 
but not all were clear about its objectives and purpose. This was discussed at the 
outset of the interview and in some cases elicited an interesting discussion on the 
virtues or otherwise of qualitative organisational research and what this would bring 
to the organisation being studied. Informed consent was then obtained in writing from 
all interviewees and they were assured that they could withdraw this as any time 
without repercussion. Although some interviewees appeared to find the interview 
difficult and stressful, when this was reflected back to them, they stated that this was 
because they found the subject matter difficult to talk about and some became very 
emotional, but they did not find the interview intrusive or inappropriate. A number of 
interviewees subsequently fed back to the researcher that they found the interview 
“therapeutic” and “cathartic”. This active process of inter-view which acknowledges 
the effect the interaction between the interviewee and researcher is an important point 
to reflect upon (Charmaz, 2006; Schostak, 2006). Alvesson and Skoldberg (2000) 
point out that: 
“There is no one way street between the researcher and the object of 
study; rather the two affect each other mutually and continually in the 
course of the research.”  
Most interviews took place in the interviewees‟ workplace, usually in an office 
or meeting room which allowed for some privacy. In a few cases, interviewees shared 
office space and colleagues were in the office for some or part of the interview. 
Limitations on space in the organisation meant there was little that could be done to 
mitigate this. This did not appear to have an effect on what an interviewee was willing 
to share although in such cases the researcher did not digitally record the interview 
and took only hand-written notes. Four interviews took place in the researcher‟s 
workplace, three as a matter of convenience as the interviewees were in the area for a 
meeting and one because the interviewee had left the organisation under study.  
The researcher chose to use a semi-structured approach to the interviews as 
opposed to open-ended or structured. Open-ended interviews were felt to have some 
value in providing interviewees with the space to tell their own story sometimes in 
unexpected ways (Charmaz, 2006) and so an element of this was included in the 
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interview. Before the exploratory and the main body of interviews, a short interview 
protocol was developed which covered the main topics the researcher wished to cover 
during each interview [Appendix 3]. It was decided that writing detailed questions 
whether these were open or not would be too prescriptive and may distract the 
researcher from following interesting and unanticipated leads in the interviewees‟ 
story. Every interview was closed with the final probe: “is there anything that you 
have not had an opportunity to discuss today that you think is important to your 
experience of the merger and the creation of the AHSC?” and in many cases this 
prompted interesting material which was often central to the interviewees experience 
of the process. 
At the start of every interview, the interviewee was asked to tell their story of 
the merger from the moment they first heard about until the time of the interview. 
Some interviewees found this quite challenging and preferred to be asked questions. 
These interviewees would tell me about when they first heard about the merger, their 
reaction to this and then stop, waiting for the next question. Thus the interviewer 
needed to be sensitive to the needs of individuals and their styles of interaction 
(Charmaz, 2006). After the interviewee had shared their story the researcher asked 
probing questions based on the list of topics outlined in the protocol. In most cases, 
interviewees had raised these during their story so the researcher was able to refer 
back and explore these issues in more detail with the interviewee.  
An issue the researcher was forced to reflect upon early in the process of 
interviewing was that of including terms such as organisational identity in the probing 
questions. The provisional title of the research used in the written material presented 
to potential participants was Merger in the National Health Service in England: The 
case of the first Academic Health Sciences Centre. The focus for participants was 
therefore on the process of the merger and their experience of it rather than explicitly 
on organisational identity. In framing their narrative, participants tended to describe 
the legacy organisations they had worked for and then describe the changes they saw 
happening and what they saw emerging as a new organisation. Whilst the 
organisation‟s identity was rarely explicitly referred to, participants frequently talked 
about „ethos‟, „culture‟ and „ways of doing things‟ which they described as distinctive 
to the organisation. In a few of the initial interviews during phase 2, the researcher 
included the term organisational identity in the interview. This tended to result in the 
participants focusing on issues of image and branding with most of them construing 
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identity as an issue exclusively external to the organisation. The label was felt to have 
little value in lay terms and was excluded from further interviews.  
The drawback of relying on a topic guide rather than pre-framed questions or 
probes means that the researcher has to be skilled at framing questions and probes 
during the interview that avoid bias and leading the interviewee to respond in certain 
ways. Thus the researcher must be aware of their underlying assumptions and how the 
question or probe might be open to multiple interpretations by interviewees. On one 
occasion this was directly called into question by an interviewee and this interaction is 
summarised below [Box 1]. 
 
Box 1: Interview Extract 
Context: Interviewees Office at 2pm for 1 hour duration 
Extract context: At the end of the interview after narrative and probing questions 
 
W; to be honest if sensible decisions are made it should be enhanced and I would 
hope that conflict would be minimal you know it does require all sites to remain 
highly active  
NLC; is there anything that I haven‟t asked that is important in your perspective on 
the merger 
W; yea lots 
NLC; ok what sort of things would you like the chance to say 
W; we have a model of a merged organisation here which at the moment is unique in 
the uk other academic health science centres will go down different models and it is 
not immediately clear model will be the best model so you certainly should have 
asked about that 
NLC; so presumably you think this is going to be a good model what is going to make 
this work 
W; that was your presumption I‟m an academic I would say you look for what works 
and then you adopt it so I think it‟s a very adventurous model and I think the model 
has risks to it and I don‟t know which one will be the most effective but in five years 
time one thing we will have to do is look across the different approaches nationally 
and ask which was the most successful  
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NLC; that obviously means that this organisation needs to be fairly responsive and to 
be a learning organisation as such in the context of trying something new how much 
do you think given the size of the organisation as it is now it is an open and learning 
organisation in that way 
W; I am not sure I can answer that question I am not sure it has an answer it‟s wish 
fulfilment if you like it‟s at a time at the moment it‟s almost a Trotskiest time of 
permanent revolution things haven‟t settled so it‟s hard to know how much of the 
change as it were one will learn by in  a constructive way and how much is responsive 
but I am hopeful I do think it is an interesting model the risk to the model compared to 
other models is that this is a model which is highly demanding of academic time and 
that has a cost 
 
This was a challenging interview with an academic who questioned the 
methodology underlying the study at the outset of the interview. None-the-less, the 
empirical material obtained from this interview was extremely rich, in part as a 
consequence of the combative style of interaction. However the risk to the researcher 
in this kind of interaction is that s/he is lead into expressing opinions about the 
organisation and its behaviour and this is highlighted here by the fourth question the 
researcher asked in this extract; 
“That obviously means that this organisation needs to be fairly responsive and to 
be a learning organisation as such. In the context of trying something new how 
much do you think given the size of the organisation as it is now it is an open and 
learning organisation in that way.” 
 
It is by no means obvious that the organisation needs to be fairly [or at all] 
responsive. This betrays the underlying values of the researcher as an organisational 
manager and makes assumptions that the interviewee shares these values. The 
interviewee had already questioned the researcher‟s assumptions on the previous 
probe. 
The risks to devising questions and probes in vivo are thus clear, however they 
do help to preserve a more naturalistic tenor in the interview making it feel more 
conversation-like and this did help to establish a rapport that the researcher viewed as 
important.  
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Just because questions are devised in a way that is intended to be as unbiased 
as possible and avoid leading the interviewee to responding in prescribed ways does  
not mean that the process itself is neutral (Charmaz, 2006; Schostak, 2006; Gubrium 
and Holstein, 2001). The relationship between the interviewee and researcher is 
defined by the subjectivities produced by the context of interviewing, before and 
during the interview.  
In modern society, where the interview has become so much part of everyday 
life for some many people, there are taken-for-granted social rules that govern the 
process. The researcher determines the topics to be discussed and the scope of the 
conversation, although the interviewee usually determined the duration of the 
interview and its setting. It was rare for the interviewees to ask questions in this 
context although this did happen in a number of interviews and generated some 
interesting and rich material related to the interviewees‟ views of the values of 
research in organisations. Whilst on the surface the researcher may appear to 
dominate the speech event by retaining the ability to question and probe, some 
interviewees avoided answering the questions, refused to answer the questions, 
clarified interpretations or reflected the question back to the researcher. These 
interviewees were usually but not always individuals who held positions of power and 
authority within the organisation. Most of the interviews retained the traditional and 
more asymmetrical format of interviewee as passive vessels of answers (Gubrium and 
Holstein, 2001). The asymmetry of the interview as a speech event is particularly true 
after the interview and the researcher takes ownership of the material and applies 
his/her interpretations to the material. The relationship of the interviewee and 
interviewer in this context is largely bounded by their mutually constructed 
understanding of the nature of sociological research and the relative roles that each 
plays in this. To move outside of this to a more „empowering‟ style of interviewing 
(Gubrium and Holstein, 2001) was an option but was not felt to be appropriate due to 
the researchers lack of experience in conducting such interviews.  
 
3.8.2. Group interviews 
Group interviews were chosen as a matter of convenience. It became clear 
during the field work that I was not accessing frontline staff through the one-to-one 
interviews and that the reason for this was the constraints on the time of many 
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frontline clinical staff especially nurses and professionals allied to medicine. Two 
options were considered to overcome this, one was basing myself on a ward for a day 
and talking to staff when they were available and the other was attending training 
sessions within the Trust‟s training department and individual teams. Whilst ward 
level observation would have enabled me to observe frontline staff in context, it was 
felt that it would be difficult for them to reflect on their experiences candidly if there 
was a chance they may be overheard by superiors, patients or other professionals. So I 
arranged to conduct group interviews during the lunch break of training sessions or in 
one case during a team meeting. In the case of the training sessions the participants 
were nurses from both of the legacy hospital trusts, few of whom knew each other 
before the training course. By the time of the group interview they had worked 
together on the course for 4 days. Participation was entirely voluntary as it was held 
over the lunch break. Similar topics were raised as in the one-to-one interviews 
[Appendix 4], although the format was much more discursive with participants 
discussing, debating and at times disagreeing on perspectives (Denzin and Lincoln, 
1994). The length of the group interview was constrained by the training programme 
the participants were attending and, in one case, not all topics were covered because 
the participants were engaged in a prolonged debate on one issue. In this context, 
confidentiality could not be assured in the same way as one-to-one interviews 
(Bowling, 2002), however the form that all participants were asked to sign at the 
beginning of the group included a clause asking them to ensure that they would keep 
confidential all the contributions of fellow participants. All of the participants were at 
the same grade and although some contributed more than others, the researcher tried 
to ensure that all those wishing to contribute were enabled to do so. The team meeting 
attended was run on the same lines and again the participants were at the same grade 
and were all professionals allied to medicine, although in this case were from a single 
legacy organisation.  All group interviews were digitally recorded with the permission 
of the participants.  
 
3.8.3. Direct observations 
This ethnographic approach to collecting empirical material is aimed at 
documenting the everyday lifeworld of study participants as described by Habermas 
(Mumby, 1987). By observing everyday interactions in the naturalistic setting, the 
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researcher observes how the taken for granted rules and practices that constitute the 
organisation of organisational life are constructed, challenged, maintained and revised 
(Clegg, 1989b; Alvesson and Skoldberg, 2000; Shah and Corley, 2006). This method 
of collecting empirical material complements interviews in providing direct access to 
situated organisational practices rather participant interpretations of these practices.  
In this study, the contexts that were chosen for observation were dependent on 
what the researcher was invited to observe. Initially most of the events, routines and 
practices that were observed were at the senior level of the organisation, namely 
directors meetings, strategic planning away days and meetings related to specific 
issues. As the study progressed, the researcher was able to access by invitation, 
events, routines and practices which occurred before, during and after interviews, as 
well as events that fell outside of the purview of the organisations‟ management.  
To what extent the researcher‟s presence affected the content and conduct of 
the event observed is not clear, particularly for the smaller events where it was 
difficult to minimise the obtrusiveness of my presence. There were a number of 
occasions when I was asked to stop taking notes during the meeting as it was felt the 
subject matter was too sensitive to be recorded. In these instances, I continued to 
make notes related to who was involved in the interaction, the style of verbal and non-
verbal interaction and other socio-linguistic features, but excluded any reference to 
content.  
 
3.8.4. Reviewing organisational documents 
Extant organisational documents were analysed as part of this study. They 
included electronic presentations, electronic and paper documents such a meeting 
minutes, strategy papers, project reports and financial reports, press releases and 
published press articles, and publically available brochures and reports.  
These documents were produced by the organisation for a range of purposes. 
The documents reviewed in phase 1 of the study included: the minutes of the AHSC 
Steering Group responsible for managing the creation of the AHSC and hospital 
merger that preceded it; reports and papers written for these meetings; the brochures 
produced to publicise the creation of the AHSC to the legacy organisation members; 
and the presentations made to organisational members during the consultation 
process. The documents reviewed through phases 2 and 3 were: the minutes of 
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meetings at director level and CPG management level; project documents related to 
specific projects; external reports on the organisations‟ performance; and strategy 
planning documents, including the organisation‟s vision document which appeared in 
several iterations over the period.  
These documents were chosen as textual constructions which enabled the 
researcher to observe one part of the process of constructing the identity of the new 
organisation. Most of the documents reviewed were produced by the leadership group 
within the AHSC or by others authorised by that group to produce documents which 
would then be approved for release by that group. The documents had different 
purposes at different times and with different audiences in mind and these were 
explored and analysed in detail for key texts where the researcher had access to the 
process of textual production.  
 
3.9. Managing the empirical material 
55 of the 62 interviews were digitally recorded with the permission of the 
participants. Where participants did not want to be recorded or recording was not 
feasible (the participants shared an office with colleagues whose interaction would 
also have been recorded or there was too much ambient noise) detailed notes were 
taken during the interview with additional notes made immediately post interview. In 
all cases, notes were made, post-interview, of the researcher‟s immediate impressions 
of the interview process and interpretations of the empirical material. 
Digital data was then transcribed fully and filed as an individual interview or 
group interview. The transcripts varied in length from 7 pages of A4 to 33 pages of 
A4. These were then coded to anonymise them in such a way as to enable the 
researcher to link the files to their original source. The interview notes were included 
in the transcription files. All audio and transcribed files were then password-
protected.  
Direct observations were collated by hand in context with additional notes 
made immediately after observation. They were then transcribed into electronic 
format and coding was similarly used to anonymise the data.  
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3.10. Summary of research process to this point 
To provide an overview of this study it is helpful at this point to start building 
a graphic model of the process. As stated previously, the methodology is reflexive and 
any attempt to represent the process graphically risks simplifying what is a complex 
and at times confused and confusing process. The figure below [Figure 5] represents 
the beginning of the process that has been described in the preceding sections and will 
continue to be elaborated in subsequent sections.  
 
Figure 5: Early research process 
 
Based on Alvesson and Skoldberg (2000); Charmaz (2000) and Miles and Huberman 
(1994) 
 
3.11. Interpretation of empirical material 
The main approach used for interpreting the empirical material was discourse 
analysis in the context of social practice (Fairclough, 2005b). 
I present here the process of interpretation in sequence and use Fairclough‟s 
(1992) three dimensions to describe each stage in more detail. The process of 
interpretation was iterative, mirroring the principles of reflexive methodology. This 
section describes the main decisions that were made at each stage of interpretation, 
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namely what approaches to interpretation would explore the process in some depth as 
well as breadth. The starting point for my interpretations were the texts themselves, 
the interviews undertaken, notes from direct observations and the documents, 
presentations and other texts collected. I then moved on to discursive practices and 
inter-textuality exploring how, why and by whom texts were produced and consumed. 
The final stage of analysis then focused on the social practices that were constituted 
by the observed discursive practices and visa versa, specifically, the system of power 
relations that I interpreted as underlying the discursive and social practices.  Within 
each level the techniques and tools used to conduct the analysis and interpretation are 
described.  
 
3.11.1. Texts: Wording, Narrative and Interactional Control 
At the level of textual analysis all the sources of empirical material were 
included. This level involved analysis and interpretation of wording, narrative and 
interactional control (Fairclough, 1992; Jorgenson and Phillips, 2002). 
A text is an “actual instance of language in use” (Fairclough, 2005b:3) and 
refers, in this study, to interview and observation transcripts, written documents, web 
pages and video presentations. Texts are collectively produced, reproduced and 
distributed for consumption (Boje et al, 2004) and can be examined inter-textually. 
They can be viewed as a „material manifestation of discourse‟ (Phillips and Malhotra, 
2008) Discourse is the practice of writing and talking as well as interpreting texts 
based on a way of interpreting the world (Fairclough, 2005b). A discourse defines the 
„rules‟ about what can and cannot be included in a text. According to Phillips et al, 
(2004:636):  
“Discourses cannot be studied directly- they can only be explored by examining 
the texts that constitute them.” 
Thus a text represents and can incorporate many discourses (although one is 
likely to dominate) and discourses can be enacted through multiple texts. Inter-
discursivity is linked to recontextualisation, a process whereby one discourse is 
transposed or integrated into another. This was a key concept in the analysis of 
empirical material in this study.  
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In order to facilitate the process of analysing wording and semantic content it 
was decided that the qualitative data analysis software Nvivo would be used to store 
and manage the coding process. Given the volume of empirical material that was 
gathered during fieldwork it would have been difficult and time consuming to manage 
this manually. However, I returned to manual analysis for the process of secondary 
interpretation and theory building as my natural bias is towards visual and 
kinaesthetic learning processes (Brown et al, 2008).  
Miles and Huberman (1994) outline an approach to coding qualitative material 
that falls someway between a priori and purely inductive. They describe a way of 
describing codes that encompass general domains from which codes can be developed 
inductively. In this study, a conceptual coding framework based on the research 
question, content analysis of the exploratory phase one interviews and the extant 
theory on organisational identity was developed prior to coding the main body of 
empirical material [Appendix 5].   
I started in February 2009 with a process of first level coding which entailed in 
vivo coding or coding that applied a category label that was semantically similar to the 
original material. Prior to this, I had engaged in process of memo writing during 
transcription of the interviews, observation notes and organisational documents and 
other extant texts. These memos constituted my primary interpretations of the 
empirical material. They were then included in the later coding process.  
At the secondary level, the codes were grouped within the conceptual coding 
framework which was in turn adapted to „fit‟ the emerging codes with some 
conceptual codes expanded, adapted or added. I went through several rounds of 
coding to extend old categories and surface new ones (Lincoln and Guba, 1985) and 
then begin the process of bridging or building relationships between categories 
(Lincoln and Guba, 1985). The danger at this stage is that too much focus on patterns 
and categorisation risks neglect of material that does not „fit‟ the pattern and would be 
inappropriate in a study examining ambiguity and fragmentation in texts. This is one 
of the criticisms levelled at hermeneutic interpretive researchers by critical and post-
modernist researchers. At no stage in my analysis was material ignored or excluded 
from the coding process. I coded all transcribed material and included all codes even 
in the final framework. The other danger is that interpretations are made that „force‟ 
the material into patterns that do not reflect the lived experiences of the participants 
(Miles and Huberman, 1994; Alvesson and Skoldberg, 2000). This is a risk with all 
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interpretive research. The researcher in this instance returned to the field to a sample 
of participants
19
 with a summary of the second level analysis to obtain feedback on its 
accuracy. The feedback was universally affirmative.  
The interactional control or relationship between the speakers was analysed 
from the notes of direct observations. These had included observations of who chaired 
the meeting, who dominated the floor in terms of „talking time‟ and setting the 
agenda, who interrupted or questioned speakers, non-verbal interaction between 
participants, examples of individual speech acts and where participants were 
physically positioned in relation to one another.  
At this stage inconsistency, conflicts, ambiguities and fragmentation began to 
emerge more clearly in the empirical material which led to the next stage of analysis, 
discursive practice.  
 
3.11.2. Discursive Practices: Inter-textuality and inter-
discursivity 
Organisational documents and other extant texts 
The organisational documents gathered in phase 1 were the starting point for 
my discursive analysis and interpretation. Of particular interest was the organisation‟s 
vision document which was produced in its earliest form at outset of the study. I 
started to examine the context in which specific texts such as the vision document 
were produced and their relationship with other documents and texts, who was 
involved in the production of such documents, the method of their production, the 
audience at which they were aimed and the response of this audience to the text.  
Interviews 
The interviews were analysed discursively from the point of view that they 
constituted a performance to some extent by the participant for the researcher 
(Schostak, 2006; Alvesson and Skoldberg, 2000). The memos and post-interview 
notes of the researcher where immediate impressions were recorded proved the most 
fruitful source for this analysis. Ideally the researcher would seek to conduct 
                                               
19 18 of the original 59 participants in individual interviews were invited to contribute to this and 14 
accepted in July 2009. See section 3.13.1 of this chapter for more detailed discussion of this process. 
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interviews and observations with another researcher and discuss such impressions 
with another observer but this was not available in the context of doctoral research. 
The interviews were placed in their temporal and spatial contexts to enable an inter-
discursive analysis of the patterns emerging.  
Direct Observations 
These were analysed discursively by placing the events observed in the 
context of the web of events in which they were embedded temporally and spatially. 
The discourses that are used in these contexts were also analysed and any ambiguities 
and fragmentations identified.   
In addition, the direct observations allowed the researcher to observe 
organisational routines and rituals that provide insight into some of the non-linguistic 
social practices. 
 
3.11.3. Social practices 
This level of analysis can be very difficult to differentiate from discursive 
practice empirically (Jorgenson and Phillips, 2002). Fairclough (2005b) recommends 
using other forms of social analysis at this point. The focus here is on reproduction 
and transformation or identity discourses at each level, in the exercise of episodic 
power and in social and system integration. Fairclough (2005b) cautions however that 
the effects are by no means linear or causal and thus, should be seen more in a 
dialectal relationship.   
The focus of the social analysis within this study was power relations and the 
exercise of power in the construction of the organisation‟s identity. It also examined 
how the construction of the organisation‟s identity reproduced or transformed power 
relations within the organisation.  A third level of interpretation was undertaken on 
the coded empirical material using levels of power relations (Clegg, 1989a) in order to 
capture the circulatory and productive nature of power in the organisation. 
The links between the three levels of interpretation were then reviewed to 
explore the internal logic of the interpretations and review what had been excluded at 
various stages of the process and why. 
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3.12. Theory building 
Throughout the process of interpretation I was engaged in an act of extending 
the existing mid-range theory in the field of organisational identity construction from 
the empirical material. Rasche and Chia (2009) describe middle range theory as 
theory that explains the relationships between concepts in a localised setting. Thus, I 
sought to find a set of concepts that would help me understand the patterns and non-
patterns that were emerging from the empirical material in the context studied and 
interpret these in the context of previous theorisations on organisational identity and 
power relations, leading to an elaboration and extension of these theories. This is an 
interpretive and creative process that is relatively ill-defined (Locke et al, 2004). It is 
essentially an abstraction of the empirical material that has been through multiple 
interpretations by the study participants, the researcher(s) and the research audience 
(Charmaz, 2006).  
The starting point for this in my study was always the extant theory and 
empirical research in the field of organisational identity and power relations, to build 
on a pre-existing research programme whilst reflecting critically on what this 
programme has contributed thus far. The goal of theory building was to understand 
the discursive and social practices which organisational members engaged in when 
constructing a new organisational identity, with a particular focus on how power 
relations shaped and were shaped by these practices.  
Although extant theory was used to frame my initial interpretations, my 
approach to extant theory became increasingly critical. Thus, theory was built 
inductively as a process of interaction between the empirical material, as it was 
analysed and interpreted, and between these interpretations and extant theories. The 
theory which was built and outlined in detail in the discussion chapter, explains how 
power relations shape and are shaped by the emerging organisational identity in the 
process of creating a new organisation. 
The process of theory building has been outlined in the previous section when 
outlining the sequence of interpretation. The memos that were written at the time of 
transcribing comprised my primary interpretations whilst spatially and temporally 
proximate to the field. The coding process went through several stages with each 
stage constituting a refinement of the previous stage. Patterns and themes which 
emerged were compared with those of extant empirical studies and theoretical models 
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and continuities with them noted (Miles and Huberman, 1994). However, it was the 
discontinuities, conflicts, ambiguities and fragmentation in the patterns (Putnam and 
Fairhurst, 2001) indicating marginalisation of some discourses and dominance of 
others that struck me at this stage (Mumby, 1987). Thus, discourse analysis which had 
been tentatively proposed at the point of doctoral transfer emerged as the best fit for 
analysis and interpretation of the data beyond simple thematic analysis. The 
emergence of power relations as the focus of the study at the social practice level led 
me to review extant theorisation in the field of power. The work of Clegg (1989a; 
1989b) and others presenting power relations at multiple social levels enabled me to 
analyse the relationship between texts, discursive practice and social practice. 
Combining this with the theorisation of power relations inherent in the relationship 
between textual, discursive and social levels of Fairclough‟s (1992, 2005b) critical 
discourse analysis, I applied these constructs in my interpretation of the patterns of 
marginalisation and dominance among identity discourses from the analysis of the 
empirical material.  
Making the decision about when to draw the theory building to a close was a 
difficult one. In line with interpretive ontology, multiple interpretations of the same 
empirical material are possible even when the same research question is in mind 
(Shah and Corley, 2006). This process only stopped when the process of writing up 
the study was complete and potentially continues even beyond this as the researcher 
seeks to publish aspects of the research in academic journals. Temporal limitations 
were probably the ultimate determinant of when to end the process of theory building. 
The organisation being studied wanted to see an output within an agreed timeframe 
that they could use for their organisation‟s development and I had a research thesis to 
submit within a prescribed period. The point of closure was reached when I arrived at 
theory I felt helped me to understand how the organisation‟s identity was being 
constructed in the way that it was and how this was shaped by and in turn shaped the 
organisation‟s structure20 and power relations. 
                                               
20 Here I use the term structure in the same sense as it is used in Chapter 2. Contrary to the implication 
of the metaphor „structure‟, social structure is not stable and static but constantly changing. Social 
structure is inclusive of culture as well as the „harder‟ social artefacts that characterise our lay 
definition of structure. Sewell (1992: 27) defined social structure as “constituted by mutually 
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The credibility of my interpretations and resultant theory as well as other 
criteria for judging research quality is explored in the next section.  
 
3.13. Research quality 
There have been a number of criteria suggested for judging the quality of 
interpretive research including those of Lincoln and Guba (1985), Silverman (2004) 
and Locke (2001). Lincoln and Guba (1985) adapt the criteria used to assess positivist 
research to fit the ontological and epistemological assumptions of interpretive 
research and propose that studies be judged on the basis of their credibility, 
transferability, dependability and confirmability. Locke (2001) reiterates the criterion 
of credibility and adds pragmatic usefulness and theoretical contribution. Silverman 
(2004) focuses on two criteria, credibility and theoretical/practical significance.  
Alvesson and Skoldberg (2000) place these criteria in the context of reflexive 
methodology and propose the following features of good research: 
 Empirical arguments and credibility; 
 An open attitude to the importance of the interpretive dimension to social 
phenomena 
 Critical reflection on the political and ideological contexts of research; 
 Awareness of the ambiguity of language and its limitations in conveying 
knowledge about an empirical reality as well as awareness of the 
representation – authority problem; and 
 Theory development based on these issues. 
I used these criteria to reflect of the quality of this study. Quality in any 
research but, especially interpretive research, is in the eye of the beholder and thus 
can only really be judged by the audience of this research when placed in the context 
of the overall research programme of organisational theory.  
The methods of empirical material collection and analysis were chosen on the 
basis of their consistency with my ontological and epistemological assumptions 
(Seale, 1999), the research problem that was being addressed and the relative 
strengths of the researcher in terms of training and experience. There were a number 
                                                                                                                                      
sustaining cultural schemas and sets of resources that empower and constrain social action and tend to 
be reproduced by that action” and this is the definition I employ here. 
 90 
of limitations to the methods that are discussed in the section below. Credibility is a 
difficult to establish and as stated above, relies in part on the relationship between the 
researcher and his/her audience (Dyer and Wilkins, 1991). By using a reflexive 
methodology I hoped to bring together a number of different approaches to collecting, 
analysing and interpreting the empirical material that recognised the ambiguous 
nature of socially constructed reality (Alvesson and Skoldberg, 2000), thus enhancing 
the credibility of my findings. To an extent, it is the critical element of my 
interpretation that is given greatest weight in my findings as this was felt to fit the 
empirical material and my research problem better than others. It also enabled the 
development of more novel theoretical ideas. Triangulation is a strategy often 
suggested by qualitative researchers to enhance the credibility of findings (Miles and 
Huberman, 1994; Shah and Corley, 2006; Yin, 1984). The term itself is metaphorical 
and assumes a single knowable „reality‟ (Seale, 1999; Ahrens and Chapman, 2006) 
which has no place in an interpretive study. Instead, as advocated by Silverman 
(2004), I ensured that the sources and methods that were used in collecting, analysing 
and interpreting the empirical material were sufficiently broad yet also deep to 
provide the kind of insights that I was seeking without trying to validate my findings. 
The way in which doctoral research is structured makes the process a lone one. This 
opens the possibility for researcher bias which is more likely to be mitigated in team 
based research. I addressed this by seeking feedback from study participants as well 
as my supervisors and peers during analysis of the empirical material and presentation 
of this analysis. 
One of the most difficult processes undertaken was the process of writing up 
the interpretations and resultant theoretical insights. Using language to convey 
meanings that are complex, multi-faceted and ambiguous was hugely challenging. 
Every attempt seemed to pin down concepts in ways that „fixed‟ or reified what are 
interpretations of interpretations that have been through several theoretical filters. It is 
hoped that this chapter goes some way to reflecting this complex process in a way that 
illuminates the apparent simplicity and clarity of what is presented in the following 
chapters. The choices made in writing up the study were influenced by the traditions 
and rules imposed by my institution in terms of the way doctoral research is 
presented, the narrative flow of the research story that I was telling, my ontological 
and epistemological assumptions and my perception of the needs of the audience 
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which are politically and ideologically influenced (Miles and Huberman, 1994; 
Alvesson and Skoldberg, 2000).   
A final brief word on ethical considerations is necessary. Whilst this study was 
governed by the ethical guidelines of the National Research Ethics Service which 
governs all studies undertaken in the NHS in England, these guidelines were drawn up 
with positivist biomedical science research studies in mind. Thus, the approach to 
research ethics is firmly utilitarian (Flinders, 1992 cited by Miles and Huberman, 
1994). They emphasise informed consent, avoidance of harm and confidentiality. All 
of these had to be accounted for in my application for ethical approval and detailed 
evidence provided [Appendix 2]. My approach in the field had more of a relational 
emphasis. As previously mentioned, the asymmetry of the researcher/participant 
relationship is taken-for-granted in most types of research and I did attempt to reflect 
on this during the process. House (1990) outlines a relational approach to ethics in 
research highlighting mutual respect, non-coercion, non-manipulation and support for 
democratic values and institutions. All of these are consistent with my reflexive 
methodology and as such were central to the way that I approached my participants 
and the empirical material.  
 
3.13.1. Limitations  
A number of limitations in method have been highlighted in this chapter and 
here I will focus on two that I think were most likely to affect the findings of this 
study. 
In sampling the study participants, one group was excluded from participating, 
namely administrative and clerical staff as well as unskilled carers such as health care 
assistants. These organisational members constitute the front-line for hospitals and are 
the group that have significant day-day interaction with consumers of healthcare. This 
gap in my empirical material means that I am unable to include their descriptions of 
the new organisation. I did carry out a number of observations of events that included 
such staff and had casual corridor conversations that included empirically relevant 
material but as these conversations were not included in the process of gaining 
informed consent, they could not be included in any detail. It is impossible to know 
what effect their contribution would have had on the theoretical insights, but in the 
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context of the focus on power relations, this groups‟ contribution would have 
enhanced the transferability of my findings. 
Sampling again was an issue when I used member checks (Miles and 
Huberman, 1994) as a way of checking the accuracy of the summary descriptive 
accounts synthesised from the empirical material. I was unable to return to all the 
study participants at this point due to time constraints. Instead I invited 18 participants 
who were chosen for several reasons: 
 They had expressed an interest in obtaining feedback at the earlier 
interview; 
 The group invited represented each site included in the original sample; 
 The group invited represented all the professional groups included in the 
original sample; and 
 The group invited represented all the hierarchical levels included in the 
original sample. 
Of the 18 invited, 14 replied that they would like to be involved in this process 
and individual meetings were scheduled. Individual meetings were chosen to preserve 
confidentiality and for the convenience of the interviewees whose time was 
constrained. By selecting participants who were interested in the study, I potentially 
introduced bias but it was difficult to see how this could be avoided other than by 
ensuring a randomly selected range of participants were invited. This was impractical 
within the limited timescale. I did include in the sample participants that would be 
classed as extreme cases (Miles and Huberman, 1994), that is they had expressed in 
their original interviews either extremely positive or negative views related to the new 
organisation.  
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3.14. Chapter conclusion 
The latter stages of my methodological approach are added to the earlier 
graphic summary below and are marked using dashed lines and shaded boxes [Figure 
6]. 
 
Figure 6: The methodological approach 
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Based on Alvesson and Skoldberg (2000); Charmaz (2000) and Miles and Huberman 
(1994) 
 
This chapter summarises a reflexive methodological approach based on a set 
of ontological and epistemological assumptions that demonstrates internal 
consistency. This consistency will be reflected in the following chapters where my 
empirical interpretations and theoretical insights are detailed. 
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4. Chapter 4: Context of the research 
4.1. Chapter Introduction 
This chapter will present an event chronology in narrative form for the 
hospital merger and creation of the Academic Health Science Centre which will 
enable the reader to contextualise the study‟s findings. It will also present a brief 
summary of the social rules which fixed relations of meaning and membership within 
the NHS over the last 30 years. This summary will be used to identify the enunciators 
(Callon, 1986) of the dominant and other discourses. 
 
4.2. The wider context 
The place of teaching hospitals in the NHS has been central since its founding 
in 1948. Mergers of specialist hospitals as well as relocations of longstanding 
institutions to areas where populations have expanded have been a common feature of 
organisational development in London hospitals throughout their history (Rivett, 
1986). In parallel with this, the main hospitals and their allied medical schools have 
been the site of the majority of medical innovations made in the UK over the last 150 
years. Purchaser and provider organisations in London were reorganised a number of 
times since 1990 and hospitals had undergone transition to Trusts in the late 1990‟s 
and some to Foundation Trusts from 2004 onwards. As part of these transitions and 
the concurrent imposition of financial discipline, a number of hospitals pursued 
mergers with neighbouring hospitals as a way of ensuring their financial 
sustainability. 
The introduction of primary care within the NHS and its increasing 
prominence as a policy priority over the last 50 years left hospitals in London reacting 
to shifting demands and expectations from policy makers, politicians, primary care 
trust commissioners, patients and other groups in terms of the provision of services. 
The latest review of health service organisation was Lord Darzi‟s Framework For 
Action published in 2007.  
Shifts in policy related to medical education and research, such as the Cooksey 
Report (2006) also caused faculties of medicine across London to examine their future 
in concert with their allied hospitals. The Cooksey Report (2006) identified a gap in 
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translating research in to clinical practice in the UK due to a number of „cultural, 
institutional and financial barriers‟ (Cooksey 2006:4). This followed on from a new 
Department of Health research strategy Best Research for Best Health published in 
early 2006. This resulted in the rationalising of medical research nationally and the 
establishment of Biomedical Research Centres which were Department of Health 
accredited centres of research excellence. 
In 2007, A Framework for Action, among other recommendations, brought 
together the provision of high quality services with translational research excellence 
under the umbrella of Academic Health Sciences Centres (AHSC‟s) as;  
Corporate entities with integrated governance and leadership structures that 
have assumed the role of strategically and operationally managing both 
healthcare and relevant academic resources.  
A Framework for Action (2007:104)  
This proposal along with the review as a whole was accepted by the 
Department of Health after public consultation in 2008 and a process of designating 
Academic Health Sciences Centres was agreed. 
 
4.3. A history of social relations in the NHS 
Since the creation of the NHS in 1948 until the 1970‟s, hospitals were 
governed for the most part by a governing body which was strongly influenced by the 
recommendations of the chairman of the medical committee or medical 
superintendent and matron (Rivett, 1998). The social rules of hospitals established the 
dominance of medical professionals (i.e. doctors). No decision could be made without 
the agreement of the most senior doctor. In 1974, the reorganisation of the NHS 
attempted to formalise the roles of the various professional groups and their 
responsibilities in decision-making within hospitals. This formalisation, which was 
aimed at establishing joint cross-professional decision-making by consensus, failed in 
its aim due to the objection of the medical profession which used its power of veto to 
ensure the status quo remained weighted in their favour. The Griffiths review of 
management in the NHS in 1985, highlighted a continuing difference of opinion 
between doctors and managers with doctors asserting the inability of managers to 
grasp important issues of professional responsibility in providing medical services. 
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The concept of the general manager was introduced into the NHS with the active 
support of the Secretary of State for Health. Whilst doctors were encouraged to take 
on such roles, the British Medical Association (BMA) discouraged their members 
from doing so. The British Association of Health Service Administrators changed its 
name to the British Association of Health Service Managers, but never gained the 
influence the BMA had at Department of Health and local levels. The continuing 
clinical freedom of doctors meant that they were able to sidestep many of the 
decisions made by managers. Thus whilst managers had nominal control of financial 
resources (Clegg, 1989a), their control was successfully resisted by an autonomous 
professional group which was responsible for the delivery of services to patients. The 
late 1980‟s and early 1990‟s saw this develop into what was termed New Public 
Management, an approach to managing public services which embraced private sector 
notions of competition in the context of public service values (Ferlie et al, 1996). The 
BMA again fought this innovation seeing it as an attack on the fundamental principles 
of the NHS by politicians and bureaucrats who, in the view of the BMA, only needed 
to invest appropriately in the NHS to improve services. The voice of general 
managers during this period was relatively silent, with general managers at regional 
and local level being instructed from the Department of Health how to respond the 
medical resistance to the changes (Rivett, 1998). Disciplinary innovations aimed at 
promoting efficiency such as business process reengineering and performance 
management were introduced in hospitals by the new generation of general managers, 
but such initiatives were rarely wholeheartedly supported by medical professionals 
(Ferlie et al, 1996). The role of clinical director was introduced at this time. A clinical 
director had usually part-time managerial responsibilities within his/her specialty but 
whilst they were delegated some responsibility for resource management, 
accountability for financial and other resources remained in the purview of general 
managers. Clinical directors described considerable tensions in their role as 
intermediary between management and professionals (Llewellyn, 2001; Thorne, 
2002).  
Medical professionals throughout the life of the NHS continued to ensure that 
they and their professional identity as constructed and maintained by training 
institutions, the BMA and Royal Colleges, were seen as an obligatory passage point 
for the NHS (Callon, 1986). There could be no NHS without doctors. They presented 
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the problems of the NHS as failures of government investment, not organisation or 
professional dominance. The introduction of general management and New Public 
Management can be seen as attempts by successive governments to transform the 
obligatory passage point into the management discourses of financial accountability, 
efficiency, marketisation and customer-service (Thomas and Davies, 2005). When the 
New Labour Government realised that they had failed to convince medical 
professionals of the legitimacy of their management discourse, they turned in 2005 to 
eminent clinicians such as Lord Darzi to recontextualise the discourse in a way that 
would be meaningful to doctors, placing the emphasis on clinical leadership. How this 
transformed relations of power in the NHS remained, at this point, to be seen. 
 
4.4. The merger of the hospitals and creation of the Academic Health 
Sciences Centre 
The history of the organisational merger and creation of the Academic Health 
Sciences Centre which was the subject of this study is reconstructed using the 
narratives of organisational members who participated in this study, retrospective 
written histories published in organisational documents distributed internally and 
externally and organisational documents produced during the process of the merger. 
This is intended to present an event chronology focusing on key events over a 4 ½ 
year time span from January 2005 to July 2009. Brief organisational histories of the 
merging institutions are also provided in order to place them in context. 
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4.5. Pre-merger: January 2005-October 2007 
Imperial College had amalgamated a number of medical schools in West 
London in the 1990‟s under the umbrella of Imperial College Faculty of Medicine 
(FoM) including the medical school at St Mary‟s Hospital (SMH), undergraduate 
teaching at Charing Cross Hospital (the old Westminster Medical School) and the 
Royal Post-Graduate Medical School at Hammersmith Hospital (HHNT) among 
others. It therefore had ongoing relationships with all three of these hospitals although 
many participants in this study described this relationship as characterised by conflict. 
The university and faculty of medicine had established strategic relationships with a 
number of pharmaceutical companies and had a prestigious and well funded clinical 
research programme in place. They were keen to improve their working relationships 
with partner hospitals to ensure the long-term sustainability of these research 
programmes. 
Box 2: History of Imperial College London 
 
In the early part of the decade, Imperial College was a partner in the 
Paddington Basin Health Campus project which proposed the establishment of a large 
new development in Paddington Basin to house services from St Mary‟s Hospital and 
the Royal Brompton and Harefield Hospitals. This project collapsed in 2005 because 
Imperial College London was founded in 1907 through the merger of the Royal 
College of Mines and Royal College of Science and the City and Guilds College all 
based at South Kensington. From the beginning Imperial College saw itself as 
providing a link between technical and scientific innovation and industry. It 
established a Faculty of Medicine in 1988 and grew in size until 1997 by which time 
it had incorporated St Mary‟s Medical School, The National Heart and Lung 
Institute, Charing Cross and Westminster Medical School and the Royal Post-
Graduate Medical School. In 2003 it seceded from University of London and now 
confers its own degrees. In 2006 Imperial College London was ranked 6
th
 in the 
world by the Times Higher Education Supplement and had the highest share of UK 
research funding in clinical medicine in 2004/5.  
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of inadequate planning and spiralling costs. It left all the organisations involved 
pondering their future against a policy background of shifting services and funding 
from the acute sector to the primary care sector and community services. A discussion 
began internally in the Faculty of Medicine that revolved around the possibility of 
having a more active role in running some of the hospitals that it was allied to.  
Box 3: History of St Mary's Hospital 
Meanwhile, Hammersmith Hospitals NHS Trust was struggling with a deficit 
of £19 million in part because of a disastrous investment in leasing a private hospital 
in order to cut waiting times for elective surgery. 
Box 4: History of Hammersmith Hospitals 
This trust was formed in 1994 by the merger of Hammersmith Hospital, Charing 
Cross Hospitals and Queen Charlottes and Chelsea Hospital. Hammersmith 
Hospital is not actually in Hammersmith but in East Acton next to Wormwood 
Scrubs Prison. It was founded in 1902 as a workhouse and went through several 
incarnations until in 1935 the British (later Royal) Post-Graduate Medical School 
took up residence at the Hammersmith Hospital. The Royal Post-Graduate 
Medical School had an international reputation for its clinical research although 
this was waning at the time of its amalgamation into Imperial College‟s Faculty of 
Medicine in 1997. Charing Cross Hospital was founded in 1823 as West London 
Infirmary located in Charing Cross in central London. It remained at Charing 
Cross until 1973 when it moved to a new building on Fulham Road. The medical 
school merged with that of Westminster in 1984 and in turn was merged into 
Imperial College Faculty of Medicine in 1997. Queen Charlotte and Chelsea 
Hospital was founded in 1752 as a general lying-in hospital and moved around 
central and west London until moving to a new building on the Hammersmith 
Hospital site in 1998.  
St Marys Hospital was founded as a voluntary general hospital in 1845 to meet the 
needs of the growing population of North West London and since 1854 had its own 
medical school until 1988 when the medical school was merged with Imperial 
College London. One of the most famous discoveries to have been made at St Marys 
was the discovery of penicillin by Sir Alexander Fleming. Since 1948, the 
foundation of the NHS, St Mary‟s has incorporated the Western Eye (Ophthalmic) 
Hospital on Marylebone Road. 
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In mid 2005, discussion about a possible merger of the trusts and collaboration 
with Imperial College started to encompass the hospitals themselves at board level 
with some involvement from senior doctors. After several months of discussion, two 
senior doctors, one from St Marys and the other from Hammersmith, both professors 
at Imperial College, were tasked with proposing potential models for integration. 
These discussions continued throughout the next two years culminating in a model 
which would restructure the organisation into Clinical Programme Groups which 
would span all of the sites and would cluster medical specialities in a way that 
mirrored the organisation of the divisions within the Faculty of Medicine [Appendix 
5]. In February 2006 the respective trust boards agreed to commission a feasibility 
study for what was then called the Academic Foundation Trust. In July of that year 
the boards had passed resolutions agreeing to the establishment of an Academic 
Health Science Centre (AHSC) and ceded control over this to a steering committee 
whose membership came from all three organisations. This entity tasked a programme 
team with project managing the creation of the AHSC. Full-time project team 
members came from outside all three institutions but some executive members were 
seconded from the hospitals, from St Mary‟s predominantly.  
Following the publishing of the Cooksey Report (2006) recommending large 
scale changes in the way in which research and development funding is organised in 
the NHS, Imperial College‟s Faculty of Medicine submitted a Biomedical Research 
Centre accreditation bid with St Marys Hospital NHS Trust and Hammersmith 
Hospitals NHS Trust jointly after senior officials at the Department of Health made it 
clear to trust and university leaders that their bid would only be successful if it was a 
joint St Mary‟s – Hammersmith bid. This bid was successful in December 2006 and 
led the leadership at Imperial to push for the merger of the hospital trusts and the 
creation of the AHSC more rapidly. This included taking the proposal to the Trust 
Medical Advisory Committee (TMAC) in each trust to start to build consensus within 
the consultant bodies of each trust. Each TMAC voted overwhelmingly in favour of 
the proposals.   
By February 2007 the Chief Executive of Hammersmith Hospitals NHS Trust 
announced that he would be stepping down and that an interim Chief Executive would 
be appointed until October 2007 when it was hoped the hospital Trusts would 
formally merge. The interim Chief Executive came from an independent consulting 
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firm and the vision for the AHSC was christened with the tag line „from first class to 
world class‟. In May 2007 a formal consultation process was announced on the 
creation of the Academic Health Science Centre. Implicit in this was the merger of St 
Mary‟s Hospital NHS Trust and Hammersmith Hospitals NHS Trust although 
continuity of service provision was stressed in all documentation and presentations 
that formed part of the consultation. All staff members at St Marys, Hammersmith 
Hospitals and Imperial College were included in the consultation as well as external 
stakeholders such as neighbouring acute trusts, primary care trusts, local authorities 
and local politicians. This consultation was completed in July 2007. 218 members of 
staff
21
 and public responded of which 75% were in favour of the AHSC which was 
subsequently described by the Imperial College Healthcare NHS Trust in their 
publication of the result as „overwhelming public support for the creation of the 
AHSC‟.  
The local Members of Parliament consulted were all very supportive of the 
proposals with the exception of one who raised the following concerns  
…we all need to see what proposals there are for the configuration of hospital 
services in the combined trust. I am greatly troubled by this rush to get 
agreement for the AHSC, before addressing any of the issues relating to acute 
services for the people of west London.  
Whilst Primary Care Trust‟s and community groups were broadly supportive 
of the vision for the AHSC, they too expressed some concerns related to the 
operations that would underpin the realisation of the vision. 
In June 2007 the chief executive of St Marys left to take up a chief executive 
position at another acute trust in London and the interim chief executive at HHNT 
took over both posts. During that summer a number of focus groups were held across 
the two trusts to consult on the new name for the organisation. There was some debate 
around the uses of the word „hospitals‟ versus „healthcare‟ in the name but there was 
reported to be broad agreement on the name „Imperial College‟. However the name 
was only on loan to the Trust as the College retained the power to strip the Trust of 
the name should its actions bring the College into disrepute. 
 
                                               
21 Out of a total staff numbering over 9000. 
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Also during this time, the governance of the new entity was the subject of 
much discussion and debate within the AHSC Steering group and the Project Team. It 
was broadly agreed that the new structure would need to reflect the vision of the 
organisation as university-trust collaboration. However, despite the existence of 
collaborative organisational forms in the USA, Australia and continental Europe, no 
such forms had been developed in the UK. There was some discussion as to the 
possible options with multiple and sometimes radical approaches suggested in the 
context of general acceptance that there was no road map for the creation of an 
AHSC. It became clear early on however that there was also broad agreement that any 
option requiring the support of primary legislation
22
 would not be acceptable as this 
would delay the merger and creation of the AHSC and thus momentum would be lost. 
It is clear from the minutes of these meetings that discussion would become heated at 
times but time and again it was made clear to those engaging in debate that “although 
the route may be tortuous, if it [the vision] was unpicked now it would demonstrate a 
lack of commitment to the vision” (From minutes of AHSC Steering Group February 
2007). 
Against this background, it was proposed that the hospital trusts would merge 
in October 2007 contingent on secretary of state approval and that a joint governance 
structure would be put in place that enabled the Trust and University Faculty of 
Medicine (FoM) to realise their goals together. Whilst the University FoM would 
remain independent of the Trust and there would be no co-mingling of funds, there 
would be University FoM representation at service level to ensure alignment of 
research and service priorities through the appointment of heads of division as heads 
of research within each CPG. There would also be representation at the level of 
strategic decision-making through representation within the executive group. Beyond 
this there were also a number of virtual structures such as the AHSC Project Board 
which would continue to develop the vision of the AHSC without the distraction of 
the service provision and faculty operations. These would be attended by Imperial 
College officers and senior Trust managers. 
The single transition team of executives were being appointed from the two 
executive teams of St Marys and Hammersmith Hospitals. Interim executives were 
                                               
22 Changes in the law governing health providers and/or universities. 
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appointed by the time of the merger in October 2007 with contracts extending until 
March 2008. A number of St Mary‟s executives followed their previous chief 
executive to his new organisation, leaving the transition team dominated by 
Hammersmith Hospitals executives. By July 2007 an organisational structure was 
broadly agreed for the new AHSC [Figure 7].  
 
Figure 7: Operational reporting structure proposed in July 2007 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
At the end of August 2007, the secretary of state at the Department of Health 
approved the merger of Hammersmith Hospitals NHS Trust and St Mary‟s Hospitals 
NHS Trust.  
The AHSC vision had always been predicated on the principle of joint 
university and trust governance, so the organisational structure that was proposed 
entailed leadership that straddled both institutions. Interviews for the joint post of 
Principal of the FoM and chief executive of the new Trust were held in September 
and the AHSC SRO was subsequently appointed to the post.  
 
Chief Executive/Principal 
Imperial College Healthcare Trust 
Board 
Imperial College Council 
Managing 
Director 
Chief 
Finance 
Officer 
Deputy 
Principal 
Heads of Division 
Faculty of Medicine 
Clinical Programme 
Group Directors 
Medical Director 
Director of Nursing 
People and OD 
ICT 
Estates 
Performance/ 
Operations 
Communications 
Key 
Strategy and policy relationship 
Service delivery relationship 
Line management relationship 
Member of the trust board              
104 
 
Imperial College Healthcare NHS Trust was launched on 1
st
 October 2007 and 
branded as the UK‟s largest acute trust and the first UK AHSC aiming for 
international recognition [Box 5]. 
 
Box 5: The vision of the AHSC - May 2007 
 
 
4.6. Merger and Making Clinical Leadership Happen: October 2007-
April 2008 
The merger of the hospital trusts in October 2007 changed little of the day to 
day operations of the newly merged hospital trusts other than the trust‟s name, its 
external phone number, the interim trust board, the introduction of a new fortnightly 
staff publication, and a new intranet. With service level agreements still in place for 
the remainder of the financial year until April 2008, any restructuring that would 
impact on service provision and day to day ways of working would have to wait until 
after these expired. This continuity amidst potential change was highlighted by a 
number of key organisational members including the chairman who that “for all our 
patients and staff across Imperial College Healthcare NHS Trust it should feel like 
business as usual… what we have done is created the opportunity to achieve 
something amazing in UK healthcare and clinical research” (Internal Trust 
newsletter, October 2007). 
The vision of the AHSC is to be recognised internationally as: 
 Providing the highest quality healthcare to our community; 
 A world leader in patient care, research, education and training; 
 A place of discovery and innovation; 
 A diverse community of the worlds most talented people dedicated to the 
improvement of human health; 
 A driving force in the local and national economies  
A proposal to create the UK‟s first Academic Health Science Centre 
Consultation document 
 May 2007 
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The operationalisation of the vision as expressed by the leadership of the 
Trust/AHSC [Box 5] hinged on two essential concepts which the leadership 
considered unique to the Trust/AHSC in the NHS, the joint governance model at all 
levels of the organisations structure and the centrality of clinical leadership. Time and 
again the leadership reiterated the importance of ensuring all appointees at the top of 
the organisation were on-message in terms of the organisation‟s vision.  
The clinical programme group (CPG) structure, which had been first proposed 
in 2006, was refined over the year preceding the merger by the clinical leadership 
group which met weekly throughout this period and a one-off consultation meeting 
with 300 members of the organisation in mid-2007. The clinical leadership group was 
made up primarily of senior doctors from both trusts and senior medical academics 
from the FoM and met on a Friday morning at 7.30 am. The interim director of 
nursing attended these meetings and insisted that managers of allied health 
professionals also be included.  
The structure that this group proposed was intended to cut across all the 
hospital sites and mirror the structure of the FoM [Figure 8]. This had been the 
strategy that the FoM had pursued in 1997 when it incorporated the old medical 
schools under one umbrella with the aim of “destroying the baronies” of individual 
clinicians and medical schools, ensuring that the new faculty structure gained 
precedence over the legacy medical school structures on separate sites. The mirroring 
of the division structure at the faculty was intended to facilitate research and 
innovation within clinical services by aligning management structures and where 
possible clinical priorities. Thus each clinical programme group director, who was the 
accountable officer for the whole CPG, had a head of research on the CPG board who 
was also head of the corresponding FoM division. However, clinical services did not 
correspond precisely to the divisions and consequently some CPG‟s had several FoM 
divisions with which they coordinated. Each CPG also had a head of operations who 
was an experienced general manager, a head of finance and a head of nursing as well 
as a human resources skills advisor. There were separate lines of operational or 
service delivery accountability and professional accountability for doctors, nurses and 
therapists within each CPG but this had been the case in the NHS since its inception. 
The emphasis was on clinical leadership through the leadership and overall 
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accountability of the clinical programme group directors for the operation of their 
CPG and on the autonomy of the CPG‟s as business units. 
 
Figure 8: Clinical Programme Groups: November 2007 
 
 
 
By January 2008, the CPG directors for all CPG‟s except primary care (CPG 
7) were appointed and began the job of building their teams, appointing heads of 
operations, finance and nursing. Of the six appointed directors, three came from 
Hammersmith Hospitals NHS Trust, two came from St Mary‟s Hospital NHS Trust 
and one was a head of division from Imperial College‟s FoM. One of the 
Hammersmith appointees and one of the St Mary‟s appointees also had close ties to 
the FoM as professors within faculty divisions.  
The process of appointing heads of operations, finance and nursing within the 
CPG‟s resulted in considerable organisation upheaval as general managers who had 
strategically and operationally managed clinical directorates for many years prepared 
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to hand over to the newly appointed CPG directors whilst applying for a limited 
number of jobs within the new structure. The human resources department reported 
that there was some turnover among mid-level general managers at this time and this 
was corroborated by some of the CPG directors themselves who highlighted the 
pressure this placed on them and their teams at a point of transition for the whole 
organisation.  
By April 2008, many of the posts at CPG board level remained unfilled, 
although CPG directors asserted that they would rather cope with the consequences of 
this than have “the wrong people on the bus” to use the metaphor of one clinical 
programme group director.  
From October 2007 to April 2008, the organisation was being run by the 
transitional executive team which was led by the Chief Executive/Principal and the 
interim Managing Director with a team of executives drawn from the legacy trusts. 
This team was dominated by executives from Hammersmith Hospitals NHS Trust, in 
part because so many of the directors from St Mary‟s had followed their old chief 
executive to another trust. This top team had regular meetings to ensure that 
organisational performance was being maintained through the integration and new 
policies and strategies were being developed.  
 
4.7. Post-Merger Integration and Restructuring: April 2008-October 
2008 
On 1 April 2008 the Academic Health Science Centre formally went live and 
the trust started operating as single entity with one business plan, with the new CPG 
structure coming into operation. There was little fanfare in the organisation as it was 
felt that the merger in October had signalled the foundation of the AHSC and its 
intent. The new Managing Director started in post on 1 April and declared her mission 
to keep the Trust‟s “feet on the ground” while the AHSC “reaches for the stars” 
stressing the importance of maintaining and exceeding operational targets set for the 
Trust.  
The interim director of nursing went on annual leave in March 2008 and did 
not return to the organisation. There was no explanation given for her departure by 
senior managers and thus gossip and rumour were rife particularly throughout the 
nursing profession in the organisation. There were some protracted discussions 
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around how her departure would be presented to the staff at large and consequently it 
was felt that the moment was lost and no public announcement was ever made. Over 
the summer of 2008 a new director of nursing was sought and a high profile 
appointment was made at the end of the summer and she started in October 2008. 
 
The vision document for the Trust was being finalised during this time and 
was published in June 2008. This vision [Box 6] placed the patient at the centre in 
contrast to the version which had been presented in the pre-merger consultation 
document [Box 5]. The positioning of the AHSC on a global as well as national stage 
remained, as did the concept of translational research. The essential concepts of 
integrated or joint University-Trust governance and clinical leadership through the 
CPG structure were articulated more fully in the vision document. 
 
Box 6: The vision of the AHSC - June 2008 
 
 
In June 2008 the phase three restructuring of the organisation was initiated. 
This restructured the level of the organisation directly below the CPG management, 
the lead clinicians (doctors), lead nurses, and service managers who would be the 
main bridge between clinical programme boards and the frontline staff of the trust. 
This provided frontline staff with their first direct experience of changes related to the 
merger and creation of the AHSC. Considerable anxiety was expressed throughout the 
organisation at this time with many perceiving this process to go on for too long. This 
was the first time that the Unions became actively involved in consultations and this 
did result in the consultation taking longer than originally planned in some cases. By 
the end of the summer most of the vacancies at this level of the organisation were 
filled. There were a number of staff members who applied for posts and were not 
The AHSC‟s vision is that the quality of life of our patients and populations will 
be vastly improved by taking the discoveries that we make and translating them 
into advances – new therapies and techniques – and promoting their application in 
the NHS and around the world, in as fast a timeframe as possible. 
The Vision for the Academic Health Science Centre 
June 2008 
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appointed. Because the Trust had a policy of redeployment rather than redundancy 
post-merger, many of these people remained in the organisation. Some remained in 
roles they were happy with, others in roles they did not want and still others with no 
fixed role in the organisation outside their professional role but at a grade no longer 
commensurate with their responsibilities. The message to staff, particularly medical 
staff, from leadership throughout the process of restructuring was clear, if you were 
on-message and committed to the vision you should stay, otherwise it was suggested 
that you find somewhere else to work.  
In the summer of 2008, the rector of Imperial College London, who had been a 
key figure and a driving force behind the original idea for an Academic Health 
Science Centre, contributing to the consensus building exercise that ensured 
widespread political support for the concept, retired. He continued to have some 
influence on the developing AHSC however in his capacity as the new chair of NHS 
London, the strategic health authority to which Imperial College Healthcare NHS 
Trust reported.  
By October 2008, a hierarchy of meetings had been established which was 
aimed at cascading decisions and information up and down the organisation [Figure 
9]. The main decision-making body of the organisation was intended to be the 
Clinical Programme Board to reflect the devolved clinical leadership structure 
proposed for the organisation. This group met monthly and was attended by the Trust 
Directors, Executives, CPG Directors and their Heads of Operations and Heads of 
Division and a finance officer from the medical school. It had a membership of in 
excess of 30 people. There were a number of other regular meetings as well as ad hoc 
meetings called to address specific issues as they arose. The Trust Board remained 
ultimately accountable to the Department of Health for decisions and their 
consequences. Control over resources and standing conditions remained in the hands 
of the Trust Directors group which met weekly. 
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Figure 9: Meeting Structure in September 2008
23
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.8. The AHSC Designation Process: October 2008- July 2009 
At the time of the anniversary of the merger, the leadership of the Trust 
pointed to its success in maintaining operational performance over the year. They 
highlighted how much of an achievement this was in the light of the complexity of the 
merger and the history of such transformations within the NHS.  
In the autumn of 2008, the trust lost its interim director of people and 
organisation and interim director of communications. Both had come from 
Hammersmith Hospitals NHS Trust and had been retained on six monthly contracts 
since October 2007. The trust was also joined by a new Chief Finance Officer whose 
role was intended to encompass the AHSC and its wider vision. The appointee had a 
background in management consulting and the private sector.  
                                               
23 It was not immediately clear at this point what the reporting structures between each meeting were 
hence reporting lines have been excluded from the figure. 
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In October 2008 the new Director of Nursing started work and made it clear 
that she saw nursing as having a central role in the development of the Academic 
Health Science Centre in terms of service provision, post-graduate education and 
research. She implemented a range of initiatives including Back to the Floor for senior 
nurses and regular open sessions with nurses on each site. She also started the process 
of developing a nursing strategy which began to define what it was to be an imperial 
nurse.  
Over the summer of 2008, the Trust had put in a bid to be considered as one of 
four Major Trauma Centres in London as proposed in the Healthcare for London 
report. The Trust Directors found out in late November 2008 that their bid which had 
centred on Charing Cross Hospital had failed to be approved by NHS London for 
inclusion in the public consultation. Senior managers assessed this failure as due to 
disagreement among clinicians on whether the bid was aligned with the Trust‟s vision 
as an Academic Health Science Centre. Some clinicians and academics appeared to be 
of the view that there was no AHSC virtue in putting in a trauma bid whilst others 
saw it as essential for trauma in North West London. Trust directors were concerned 
that at no point in the process of developing the bid did anyone flag this tension as an 
issue. It was suggested to trust directors by NHS London that they could quickly 
resubmit the bid centring on St Mary‟s Hospital and this would be considered for 
inclusion before the public consultation was initiated. This bid was subsequently 
accepted in January 2009.  
One of the initiatives proposed at the away day in October 2008 was a values 
programme to capture the values of the Academic Health Science Centre. Support for 
this from senior managers including CPG Directors was lukewarm at best. There was 
some debate around whether values should be articulated from the centre or should 
emanate from the organisations‟ wider membership. Those advocating the 
involvement of the wider membership were invariably those general managers who 
had spent most of their career in the NHS where this would be a common approach to 
developing and embedding organisational values. No reference was made to the 
recently published draft NHS Constitution (June 2008) which had summarised the 
values of the NHS as a whole. The values programme was initiated in November 
2008 led by a project manager from within the people and organisation directorate, 
and overseen by the Organisation Development Board. A random sample of 
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organisational members was invited to attend workshops during working hours. 
During these workshops they were invited to tell their story related to what they value 
from their work and describing “us when we are at our best”. There were a number of 
other projects running at the same time related to customer care and the patient 
experience but no attempt was made to integrate these with the values programme as 
they were run through other directorates and by other teams. Eighty percent of the 
scheduled workshops were cancelled over the two months of engagement due to poor 
attendance. The explanations for this attendance included:  
 The timing of the project (people were pre-occupied by Christmas); 
 Holding workshops is not an inclusive method as many staff cannot leave their 
wards during the scheduled times; 
The workforce fed back informally that they felt demoralised and not valued 
in the organisation and did not have positive stories to tell at that time.  
As a consequence, the project manager, in consultation with members of the 
Organisational Development Board, decided to adapt the method of data collection to 
a questionnaire available on the Trust intranet which could be printed off and filled in. 
Project staff attended team meetings to promote the programme. This questionnaire 
gave participants some examples of values and behaviours and many of the 
respondents selected words from the examples given. By the end of the engagement 
process just over eight hundred responses had been received in total and these were 
analysed and refined into five value statements which were agreed by the Trust Board 
and launched in the Trust in July 2009 [Box 7]. 
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Box 7: Imperial College Healthcare NHS Trust Values 
 
 
Since the summer of 2008 it became increasingly clear that the Department of 
Health wanted to formalise the process of designating Academic Health Science 
Centres especially as these were proposed as an innovation in Lord Darzi‟s review. 
By November 2008 a designation process was proposed that would entail assessment 
by an international panel of experts. An additional organisational form was also 
proposed at this time, a Health Innovation and Education Cluster (HIEC) which 
would be a partnership; 
…between NHS organisations (primary, secondary and tertiary care), the 
higher education sector (universities and colleges), industry (healthcare and 
non-healthcare industries) and other public and private sector organisations. 
Their purpose is to enable high quality patient care and services by quickly 
bringing the benefits of research and innovation directly to patients, and by 
In early 2009 Imperial College Healthcare NHS Trust embarked on a project 
called 'Aspire to' in order to define our values, culture and identity. We asked our 
staff, stakeholders and patients to help us create a set of values and behaviours 
that would be meaningful to everyone involved with the Trust. 
Defining our values will provide us with a benchmark for what we stand for as a 
Trust, as well as providing us with a shared and common identity. We consider it 
an essential piece of work that will help us maintain high standards of customer 
care and patient experience. 
We engaged with our staff using workshops, team meetings and an online survey, 
and also invited staff to submit their views via email. 
After several months of consultation, we agreed a set of five shared values. We 
will:  
• Respect our patients and colleagues 
• Encourage innovation in all that we do 
• Provide the highest quality care  
• Work together for the achievement of outstanding results 
• Take pride in our success 
Taken from Imperial College Healthcare NHS Trust website on 13 July 2009 
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strengthening the co-ordination of education and training so that it has the 
breadth and depth to support excellence  
(Framework for Action, July 2007)  
There were to be some financial benefits to being a HIEC but prestige was the 
only benefit to accrue to AHSC‟s who were expected to attract their own funding.  
Imperial College Healthcare NHS Trust, who believed along with Imperial 
College that they owned the name „Academic Health Science Centre‟, submitted their 
first round application for designation in February 2009 and the trust was shortlisted for 
second round submission and full assessment by the panel. During this time, the Trust 
Directors were discussing service developments such as applying for lead centre for 
neonatal and specialist paediatric surgery in North West London and there was some 
discussion around whether such bids fit with the broader strategy of the AHSC. The 
process of AHSC designation seemed to go some way to stimulate these discussions and 
the documents submitted as part of the designation process appeared to align service 
strategy much more clearly with Imperial College‟s core strengths in medical research 
and innovation. Again the vision of the AHSC was re-articulated [Box 8] and this vision 
focused less on aspiration and articulated what the integrated organisation was achieving 
now with a view to leveraging the full strengths of this integration for the future.  
 
Box 8: The vision of the AHSC - February 2009 
 
 
 
The Trust was named as one of the successful applicants for AHSC designation in 
March 2009. Many members of the Trust viewed it as already an Academic Health 
Our aim is to transform health outcomes in the UK and beyond through the 
creation of an integrated Academic Health Science Centre (AHSC) that harnesses 
the scientific innovation of Imperial College London with the unique delivery 
opportunities that arise from the National Health Service, as represented by 
Imperial College Healthcare NHS Trust, which delivers the best patient outcomes 
nationally by HSMR [Hospital Standard Mortality Ratio] of any multispecialty 
provider, in the country‟s largest NHS Trust. 
Document submitted to the AHSC designation panel 
February 2009 
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Science Centre and based this assumption on the use of term throughout the pre-merger 
consultation and consequently there was little fanfare surrounding the announcement. 
Others had regarded the outcome as a fait accompli, although the senior team involved in 
the application took no such chances. 
In March 2009, whilst awaiting the outcome of the AHSC designation process the 
Trust embarked on Project Catalyst with the assistance of a consulting firm. The aim 
of this project was to contribute to the trust‟s application for Foundation Trust status 
as well as build a sustainable financial programme that would enable the trust to 
invest in the infrastructure it had already identified was necessary to realising its 
vision. The senior manager responsible for coordinating the project also saw it as 
contributing to organisational culture change and describing it as “the most important 
thing this trust has done”. This manager went on to admit that other directors were not 
as enthusiastic as he was but were nonetheless they were “hopeful and expectant” 
with regards to the outcome. By June 2009, the project was nearing its conclusion and 
was being described by a number of organisational members as patchy and reliant on 
CPG capacity to be operationalised. The outcome was being viewed with some 
cynicism as the organisation was not seen to have transformed in the way it was 
predicted at the outset.  
As a result of the review which was undertaken as part of Project Catalyst, the 
senior management team proposed a number of changes to meeting structure and 
membership in the AHSC. It was felt that the meeting structure that was in operation 
at the time of review was failing to realise the ambition of the Academic Health 
Science Centre. The decision-making structure and integration between the NHS 
Trust and the University was also reported to be unclear. To address this it was 
proposed that the Clinical Programme Board become the AHSC Delivery Group and 
the executive team meetings would include CPG Directors to improve corporate – 
CPG communication. The trust directors meeting would include only those directly 
reporting to the chief executive. This new system was being implemented as the 
empirical part of this study ended in July 2009. 
In July 2009 the trust was awaiting the outcome of Healthcare for London‟s 
public consultation on the Major Trauma Centres and Hyper-Acute Stroke Unit 
proposals. These were likely to have a huge impact on the service configuration across 
the trust. 
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In addition, the FoM at Imperial College London initiated a consultation exercise 
on 1 July 2009 on the restructuring of the FoM. This coincided with a redundancy 
programme that was Imperial College-wide in response to the funding implications of 
the universities performance in the recent Research Assessment Exercise (December 
2008). These redundancies were described as affecting the FoM to a much greater 
degree than any other faculty at the university both internally and externally. The 
effect on morale across the FoM was described as significant although it was not clear 
what the impact would be on the AHSC in the longer term.  
 
4.9. Chapter conclusion 
The merger of the hospitals and creation of the Academic Health Science 
Centre were influenced by a wider health policy agenda and the creation of the AHSC 
was in turn influential on policy making as an early pathfinder in this innovation. The 
reach and influence of key individuals within the organisations involved in the 
Academic Health Science Centre was such that they had some influence on national 
policy agenda in this area and leveraged this influence to shape the institutional field 
in which this story is told. To some extent it is their voice that dominates this 
presentation of the organisation‟s narrative. But this is also in a composite account 
told from multiple perspectives in multiple voices (Hazen, 1993, Kornberger et al, 
2006; Buchanan and Dawson, 2007). As with many composite organisational 
narratives, this has been pieced together from a range of organisational texts both 
written and spoken. These texts were produced in different contexts by different 
individuals or groups using a variety of processes and for a variety of audiences.  
 
In telling this story I have highlighted events that were generally agreed by study 
participants to be critical in the organisation‟s journey to date.  I have described these 
events from more than one point of view in cases where these have been available to 
me. Where more than one point of view has not been apparent, it cannot be assumed 
that there is only one. What is presented here may be the dominant telling of the story 
or the story that resonates most within the social norms or rules of the organisation 
being studied, with alternative stories rendered inaudible because of they differ from 
the dominant one. This is investigated in more detail in chapters 5 and 6 which 
117 
 
explore individual discourses in more detail and how they are reflective and 
constitutive of power relations within the organisation.  
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5. Chapter 5: Constructing the new AHSC identity 
5.1. Chapter introduction  
This chapter will outline the results of my textual and inter-textual analysis of 
the empirical material (Fairclough, 1992). The aim of this interpretation was to answer 
the following research question: 
How are technologies and practices of power enacted discursively and non-
discursively in the struggle to resolve the conflict between multiple identity discourses 
and what does this tell us about the role of power in the construction of an 
organisation‟s identity? 
This chapter will present a textual analysis of the empirical material 
identifying ambiguity and conflict within and between multiple identity discourses. It 
will then present an inter-textual and inter-discursive analysis which describes the 
discursive exercise of power enacted in the interaction and struggle to sustain and 
resolve conflict and ambiguity between and within identity discourses. In doing this, it 
presents a textual and inter-textual analysis of the AHSC‟s discursive practices as 
members constituted the identity of the newly created AHSC. Transformation and 
reproduction of organisational identity was discursively accomplished through 
processes of domination, resistance, colonisation and translation. Consensus within 
and between discourses was not ignored in the analysis but as it did not have direct 
bearing on the empirical findings of this study, it is not included here.  
The textual analysis identifies the main themes evident in the discourse and 
narratives of organisational members and explores these themes as they related to the 
identity of the NHS, AHSC, social/professional group or team and individual. The 
inter-textual and inter-discursive analysis uncovers the dominant and „other‟ 
discourses after first defining who the dominant and „other‟ groups are. Some of the 
„other‟ discourses were marginalised, others silenced by the dominant discourse. At 
times, the „other‟ discourses are integrated into the dominant one because the group 
enunciating them was seen to offer something of value to the dominant group‟s 
discourse. This has been termed colonisation
24
. Alternatively, the „other‟ discourses 
                                               
24 A term borrowed from Thorne (2002) but used slightly differently here and refers to a process 
whereby the dominant group integrated elements of a marginal discourse recontextualising it within its 
dominant discursive frame (Fairclough, 2005a).  
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reinterpreted the dominant narrative in ways that aligned with the value-orientations 
or ideologies underlying the „other‟ group‟s discourses. This has been termed 
translation
25
 in this study.  
 
5.1.1. Notational issues 
Initials have been used to anonymise key individuals who are named in 
extracts from the empirical material used in this chapter and they are summarised 
below; 
 
Table 9: Codes used for anonymisation 
Initials Position in the organisation 
B Chief Executive [Imperial College Healthcare NHS Trust] and 
Principal of Faculty of Medicine 
D Medical Director – Imperial College Healthcare NHS Trust 
M Chief Executive - St Mary‟s Hospital NHS Trust 
Y Chair - St Mary‟s Hospital NHS Trust 
P Chief Executive - Hammersmith Hospitals NHS Trust 
R Managing Director – Imperial College Healthcare NHS Trust 
S Rector of Imperial College 
C Chair - Imperial College Healthcare NHS Trust 
 
Quotes from the empirical material are used throughout the narratives to 
illustrate and add substance to the narratives. Where these are used they are presented 
as follows:  
Indented italic font, singly spaced. 
                                               
25 Translation is a concept that is used in the sociology of translation (Callon, 1986) and was used by 
Kornberger, Clegg and Carter (2006:19) to explain management in an organisation as a process of 
translating between the different “language games” evident in the organisation and understanding each. 
Here I have used the term to reflect a more transformative process. Language games are not just 
understood but are reframed in terms of another discourse and the meaning is sometimes reinterpreted. 
This process is engaged in by marginal groups who translate dominant discourses and recontextualise 
them within the frame of their own discourses (Fairclough, 2005b).  
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Each quote is then attributed using the coding that was used for each 
interview, focus group or direct observation. The coding protocol that was used 
enabled the researcher to identify the participant based on initials, their profession or 
job role, the date the interview was carried out, thus at what point in the merger 
process they were interviewed, and the legacy organisation they worked for. If they 
had joined the organisation post-merger this was coded using Ex. 
Thus Joe Bloggs, a doctor, who was interviewed in March 2008 and had 
worked at St Mary‟s Hospital NHS Trust would be coded as; 
JB_D_0308_SMH 
This coding is also used for direct quotes which have been extracted from 
observations. Individual contributions from focus groups do not have the initials 
included in the code as individual names were not transcribed from the digital 
recordings of these. Instead they are coded using the profession to which the members 
of the group belonged (all groups were uni-professional), followed by G to denote 
group and each legacy organisation represented would be listed. Thus a focus group 
of nurses who came from across the hospital trust would be coded as: 
NG_1108_SMH_HH 
Codes used for professional groups are as follows
26
: 
                                               
26 These codes are self-defined, participants were asked to identify which professional group they saw 
themselves belonging to from an open field. The category of general manager includes those who 
described themselves as directors. For those who used more specific functional roles such as “HR 
specialist” or “communications professional” these are included as other. 
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Table 10: Profession codes 
Code Profession 
D Doctor 
N Nurse 
GM General manager 
AHP Allied Health Professional 
A Academic 
MA Medical academic 
O Other 
 
5.2. Identifying the dominant and ‘other’ groups 
In the previous chapter, the history of social relations in the NHS was briefly 
outlined (section 4.3). This history identified a number of groups in the NHS which 
had been influential in defining the identity and values of the NHS. Doctors, 
managers and politicians had probably been most influential, with nurses, allied 
health professionals and other occupational groups less so and patients almost entirely 
silent.  
Pre-merger, a group of medical academics at Imperial College enunciated the 
problem of the UK‟s poor translational research record to a number of well-placed 
politicians and NHS decision-makers. They articulated a discourse that they 
positioned to dominate not just at Imperial College Healthcare, but across all AHSC‟s 
in the UK. This group and their discourse became the frame against which all other 
discourses and the groups they were associated with were assessed. When actors 
talked about other potential organisational forms it was compared to the AHSC. The 
dominant group enrolled the support of some doctors, nurses, managers and allied 
health professionals, mainly those that joined the organisation post-merger. This 
group of medical academics formed the core of the leadership group of the AHSC. It 
was this group that attended all the main decision-making meetings. It comprised the 
chief executive, managing director, chief financial officer, chief operations officer, 
two medical directors, director of nursing, director of research and director of 
education. Only the managing director (MD) and chief financial officer (CFO), 
director of nursing (DoN) and chief operations officer (COO) were non-doctors. They 
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were also the only members that had not come from Imperial College‟s FoM and only 
the COO had come from either of the legacy hospitals.  
This group emerged early on in the process of creating the AHSC and 
maintained their dominance discursively and using other social practices. The 
dominant or leadership group actively excluded general managers from the decision-
making fora which they had traditionally been invited to in the legacy NHS hospital 
trusts. The dominant discourse was largely singular with little evidence of 
disagreement, although ambiguity was a common feature.  
Other groups which were identified included frontline nursing staff, non-
academic doctors, general managers, allied health professionals, technicians and 
health scientists and administrative and clerical staff. A range of discourses were 
associated with these groups, some incorporating the dominant discourse, some 
incorporating elements of it but reinterpreting it, and some in opposition to it. 
Non-dominant discourses were more fragmented and heterogeneous in their 
presentation and were often framed by organisational members as unacceptable to the 
dominant group of the organisation. 
I wouldn‟t want to raise that point outside of this meeting because too difficult a 
concept at the moment [they would] probably lynch me.  
TW_O_0808_C 
This chapter explores some of these discourses and analyses them in relation 
to the dominant discourse. My interest in this chapter is in exploring the process of 
interaction between the dominant and „other‟ identity discourses as they contributed 
to the construction of the AHSC identity at institutional, organisational, group and 
individual levels. 
 
5.3. Textual analysis: evidence of more than one identity discourse 
A number of textual themes emerged from the empirical material in which 
conflicts and ambiguities were observed providing evidence of multiple identity 
discourses within the AHSC. These multiple discourses were evident at different 
levels of identity construction; individual, group, organisational and institutional.  
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The name of the AHSC had been a source of contention within the steering 
group pre-merger and continued to be a site of conflict throughout the process of the 
merger and post-merger integration and its effects were most obvious at 
organisational level. The three pillars of research, education and service delivery were 
central to the identity discourse of the dominant group but interpreted and resisted by 
different professional groups in different ways, causing some to question their place 
within the „new‟ organisation. The structure of the AHSC as a new innovation in 
control and discipline challenged the familiarity and certainty of the traditional 
hospital structure at organisational level and the role of various professional groups 
within it. Clinical leadership challenged group and individual identities within the 
context of the institution that is the NHS, calling into question the established general 
management discourse of the NHS. The multiple identity discourses evident at 
different levels interacted with one another to construct an identity for the AHSC that 
reflected not just the discourse of the dominant group, but the discourses of other 
groups and individuals as well as that of the legacy organisations and wider NHS.  
 
5.3.1. Individual identities 
Multiple identity discourses were most evident at the level of individual 
members of the AHSC. Each member interpreted the desired future identity as 
presented by the leadership group in a way which reflected their different social 
identities as men or women, as parents, as young or old, as employees or potential 
patients, as professionals of one kind or another, as members of one or more legacy 
organisation.  
With these social identities in mind, individuals at the AHSC described their 
processes of identification over the course of the hospital merger and creation of the 
AHSC. Some described a process of dis-identification with their legacy hospital and 
growing identification with the clinical programme group with which they were now 
aligned. Others resisted dis-identifying with their legacy institution either by holding 
on it as the physical site of their workplace, or by articulating its history and future as 
unbroken and the AHSC as a new expression of the legacy hospital. Others still, dis-
identified with their legacy organisation but felt such high levels of uncertainty and 
anxiety in relation to their job security that they felt unable to identify with the AHSC 
at all. These individuals described themselves as very stressed and in the words of one 
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individual „disenchanted‟. The leadership group and its dominant identity discourse 
tried to avoid the past, preferring instead to focus on the future of the AHSC. By 
doing this, one member of this group pointed out that the loyalty and commitment of 
individuals to legacy organisations would be broken down.  
Individual clinical programme group directors were the focus of much of the 
dominant identity discourse and they were meant to embody the new identity of the 
AHSC as clinically led, innovative and dedicated to translational research. There was 
little evidence that the CPG Directors described themselves as a group or collective at 
this stage. They all came from different medical specialties, had relatively little 
experience of working together in the past and were encouraged by the leadership 
discourse to see each other as competitors within the AHSC. Thus for the purpose of 
this analysis their process of identification with the AHSC is described at the 
individual level.  
Three of the six clinical programme group directors participated in this study and 
all three expressed high levels of commitment to the vision of the AHSC. Over the 
course of the post-merger integration individual CPG directors started to question the 
dominant identity discourse as it applied to them and their management of the clinical 
programme groups. Different interpretations of „performance management‟ and 
„autonomy‟ emerged over the course of the post-merger integration between the 
dominant leadership‟s use of the terms and the use by the CPG Directors. The 
discourse of the dominant group described a „culture of excellence‟ which would 
characterise the AHSC. Performance management was seen as a critical tool in 
achieving this and members of Imperial College described how performance was 
managed in the FoM: 
Every academic in the faculty I can press a button or somebody can press it for 
me which tells me how  much research income each person has what their RAE 
rating is as of this week as opposed to last week and so on now once we start 
doing that for clinicians and for surgeons in particular and start saying well for 
hip your length of stay is three times longer than anybody else you then have to 
take some iconic things and say when you don‟t get this done we‟re going to sack 
you by the end of three months. 
B_A_0907_E 
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This discourse was evident at executive and CPG board level. When CPG 
Directors were asked to present their top five values for the organisation there was 
broad agreement across all CPG‟s. The values aligned closely with the AHSC 
language that had been used repeatedly when describing the vision for the AHSC. 
„Excellence‟, „world class‟ and other synonyms were used with most frequency, 
„innovation‟, „ambition‟ and „caring for patients‟ were the next most popular. There 
was some mention of valuing staff, team work and working in partnership with other 
providers but these were not common.  
The dominant discourse emphasised the importance of CPG autonomy as part of 
the new structure and how it would be managed. Autonomy and performance 
management were synonymous for the AHSC‟s leaders. They saw autonomy as a 
privilege to be earned by CPG directors when they performed at or above the level 
that was expected of them and even then this autonomy would be limited.  
Controlled or observed autonomy carefully watched you know its early days yet. 
DT_D_0908_C 
CPG directors interpreted this autonomy as preceding performance management. 
They had understood that devolution of decision-making was an integral part of the 
clinical leadership principle on which the AHSC would be based. As leaders, they felt 
constrained by an excess of executive interference in CPG decision-making at such 
early and formative stages in the creation of the CPG‟s.  
We were promised that we would be free to do x y and z and we‟re you know on 
the one hand and other hand we‟re not really free you have some freedom but a 
soon as you try and do something somebody comes and knocks on your door and 
says why are you doing that well if I am free to do it you can ask me at the end of 
the year or over some time frame why I have decided to do that it was lovely 
image of the CPG director being given all this money and then being told alright 
go out and deliver this agenda and in a years time we will have a chat to you 
about how well you are doing eh no you can‟t appoint a consultant without having 
five signatures on a form you know the process of appointing is really prolonged 
now and it‟s about the fact that B is a guy who likes to have his hand on every 
single string that‟s going on and he can‟t let go he can‟t let go.  
DK_D_0708_C 
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The issue of consultant recruitment was a particularly contentious issue for both 
senior executives and CPG directors. Senior executives saw this as key to the 
implementation of aligning research, education and service provision as well as 
determining the strategic priorities of the AHSC and thus the power to make such 
decisions such be retained at executive level. There was also concern that if there was 
complete devolution of control, fragmentation and duplication of clinical and support 
services would be inevitable. They also wanted to see if CPG‟s had the capacity to 
make these decisions and were of the view that this would only become clear over 
time. This was interpreted as a U-turn in terms of the vision. 
It‟s we say one thing and we do another so we say we‟re going to have devolved 
decision making but actually we recognise that some people are not equipped for 
that yet but we‟ve got to make decisions so we are going to make central decisions 
which it think is inevitable but then it is very dangerous to have announced we are 
going to have devolved decision making because that is not what is being 
experienced.  
RD_O_0608_C 
Some CPG directors and lead clinicians viewed this retention of central 
control as undermining their supposed managerial autonomy. Others accepted that 
this centralisation of control was inevitable and their response was to maintain a fairly 
traditional division of roles within their CPG, with heads of operations taking 
responsibility for operational performance or financial issues.  
For the CPG Directors, whilst they described themselves as having been 
committed to their legacy organisations, this identification was split between the 
legacy hospital and the university FoM indicating slightly weaker identification with a 
single organisation than other individuals at the AHSC. They described themselves as 
committed to the vision of the AHSC and the possibilities that it brought with it for 
innovation, autonomy and clinical leadership. There descriptions provided evidence 
of only partial identification however as they described what they saw as an 
inconsistency between the discourse of clinical leadership and autonomy and the 
actions they observed around centralised, top-down decision-making. This challenged 
the individual identities of clinical programme group directors as they had construed it 
when they were appointed.  
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5.3.2. Group and professional identities 
Multiple identity discourses were also evident at the level of group and 
professional identities. Different patterns of identification with and commitment to the 
AHSC‟s desired future identity were described by different professional groups at the 
AHSC. The most notable differences in description were between academic doctors, 
non-academic doctors, nurses, allied health professionals and general managers. 
These groups also described the desired future identity of the AHSC in subtly 
different ways.  
Non-academic clinicians described the agenda of the university to be focused on 
aligning services to their international research priorities and not on the provision of 
local services. 
Their [Imperial College's] areas of research interest did dominate the discussions 
of the cpg structures and those of us who essentially work in the NHS were 
concerned and I sensed that the managers in particular in the health service were 
concerned about whether there was enough in interest in one might say in 
providing the service or running the service.  
HM_D_1208_C 
There was also a perception that in the context of the day to day pressures of 
running a busy clinical service, adding the further pressure of undertaking 
translational research would stretch clinicians to breaking point in addition to using 
precious hospital resources such as MRI equipment. 
The reality is that there are going to be competition for scarce resources and that 
will be resolving that is going to be the one that‟s most interesting you could 
resolve it by say well we have a dozen MR scanners that are just research and a 
dozen MR scanners that are just clinical the problem is that what happens when 
you need more than a dozen scanner to do you clinical work and some of the 
research ones are lying a bit idle.  
ANT_MA_0908_E 
The discourse of “high performance” which the leadership group used was 
responded to in different ways by doctors and nurses. Whilst many doctors and nurses 
accepted the discourse of “world class” performance and “a high performance 
culture”, they had slightly different ideas of what this meant. For most doctors 
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interviewed, they described aspiring to provide the best possible clinical outcomes for 
patients, whilst nurses described the importance of providing the best possible care for 
patients. “Care” was a term that was used more inclusively to embrace a range of 
aspects of the patient experience beyond clinical outcomes.  
The new clinical programme group structure of the AHSC challenged the place of 
general managers. In the identity discourse of the dominant group, general managers 
had a support and project management role only. General managers themselves saw 
their skills as complementary and particularly indispensible during the transformation 
of the organisation when business as usual could easily be forgotten. For general 
managers who were embedded within the leadership and therefore dominant group; 
Our management structure, in which each clinical programme group is led by a 
clinician, has helped to ensure that clinicians and non-clinicians speak with one 
voice and work as a single team – quite an achievement in a trust with over 9,000 
employees. 
Imperial College Healthcare NHS Trust, Annual Report 2008/09 
 
This was not a view shared by many other general managers at CPG board 
level or below and high levels of attrition among this group were reported by HR 
during this time. 
The CPG structure, which had been established to reflect the FoM divisions at the 
university ran up against the day to day realities and complexities of running an acute 
hospital trust. Frontline staff members were concerned that services would be 
fragmented. This was particularly a problem for allied health professionals who 
provided services across multiple CPG‟s whilst their service as a whole was located 
within another CPG.  
Basically if you are sitting nicely in women‟s and children‟s then you are thinking 
that absolutely where we need to be you know it‟s quite clear and we have got 
access to the people making the big decisions about women‟s and children‟s 
services if you‟re sitting in something like respiratory crosses everything and it 
feels like the carpet has been pulled from under your feet. 
JB_AHP_1208_F 
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For most ward based staff though, this made little impact on their working life 
which continued as it always had. The biggest changes for them were in the lines of 
reporting above them and their perception of organisational communication. Through 
the restructuring process, service managers, heads of nursing and clinical leads were 
all applying for posts within the new structure. Some were successful and others were 
not. Those that were not were supposed to be redeployed within the trust but it was 
often some time before this happened leading to disaffection and dissatisfaction 
within the organisation.  
One of the people that technically hasn‟t got a post is still sort of floating around 
but has no idea what post she is doing and we are three months down the line 
since phase three started and there is still no idea what is going to happen to the 
poor person.  
NG_1108_F_C 
 
Team meetings for many staff stopped during the restructuring process as line 
managers were moved around or left. Although members were aware that electronic 
bulletins continued, St Mary‟s Hospital NHS Trust members, having been used to 
personal communication, did not see this as a valid way of communicating important 
information that potentially affected the working lives of staff. Hammersmith 
Hospitals NHS Trust members were more open to such formats but found it difficult 
to prioritise time in the day to check their email especially if they were ward based. 
Team meetings were seen to perform an important social role as well as information 
sharing one, a social role which members described as necessary during such a 
stressful time.  
The CPG structure also marginalised corporate services which had played a 
central role in the management of the hospital trusts prior to the creation of the 
AHSC. The new discourse of clinical leadership meant that finance, information 
technology (IT), communications and human resources (HR) professionals were 
described by the dominant group as playing a supporting rather than leading role in 
the new organisation. This was reflected in the new meeting structure for the 
organisation (section 4.7). In the legacy hospital trusts, executive meetings would 
include the directors of estates, IT, HR, communications and others. In the AHSC the 
trust directors who met weekly did not include any of these unless by invitation and 
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then only to contribute to specific agenda items. They attended the trust executive 
meeting which met fortnightly and this was seen as more operational in its focus. 
Increasingly, the organisational development role held by the directorate of HR was 
mainstreamed into CPG‟s or special project groups which were set up under the 
Director of Nursing or the Chief Operations Officer. The finance team was the only 
one which retained its place at the top table, because of its expert knowledge in a field 
that was described by the leadership as critical to the survival of the organisation.  
Clinical leadership was presented in the identity discourse of the dominant group 
as enabling doctors to make resource decisions that would be perceived as more 
clinically legitimate and credible to their peers. Some doctors described leadership 
both at the top of the organisation and at CPG board level as academic rather than 
clinical despite the fact that many of the appointees had been clinical directors at the 
legacy hospitals, although they did have close links with the FoM. Many of the 
doctors in the hospital trusts saw this as deliberate on the part of the AHSC 
leadership;  
It was interesting that when the lead clinician jobs came up they weren‟t 
interested in clinicians they wanted professors with research backgrounds which I 
felt a little bit offended by because I felt that what does a professor know about the 
clinical service. 
MP_D_1108_F 
These clinical leaders were also described as belonging to a fairly homogenous 
group, a group that had known each other and worked together for some time and 
shared similar views on the organisation and it future; 
A lot of the leaders are doctors and some of that feels a bit like with your director 
of education your director of research a bit of the old boy network type approach 
which people may have said but I don‟t know those people but I just get that 
impression when you sit at that Friday morning seven thirty meeting that‟s quite 
evident and that a lot of those people know each other. 
CP_AHP_0508_C 
Although the senior leaders had said that „clinical‟ applied any health 
professional, during the discussion that went on around the proposed structure of the 
AHSC, leaders other than doctors were never really considered. The chief executive 
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of the AHSC took some persuading to see that non-academics might be able to do the 
job as well as academics. Non-academic doctors interpreted a senior management 
view of them as second class;  
So a clinical service is being put secondary to a research project which is why I 
describe this as not a merger but as an acquisition. Clinicians are being treated 
as second class citizens by a bunch medical academics. 
RL_D_1108_F 
When the dominant group talked of „inclusivity‟ in decision-making processes, 
they were usually referring to inclusivity of non-academic doctors, not other 
professionals. For example, when they took action to address criticism for being too 
remote, they started a series of consultation meetings with the Medical Advisory 
Committees of the legacy trusts. This coincided with the vacancy of the Director of 
Nursing post. Many members of the nursing profession described the profession at the 
AHSC as having „lost its voice‟ during this time and they described an organisation 
increasingly dominated by doctors; 
That‟s what we think they got rid of the two nursing directors they were trying to 
marginalise and get rid of the nursing input and yet we you know a lot of the care 
is nurse led and nurse focussed and that seems to have been forgotten and we 
were very very concerned about that.  
MY_N_0908_C 
General managers lost most in the context of clinical leadership as described 
both by other professionals and by themselves. Doctors described general managers as 
having gained considerable power in the preceding twenty years or so and viewed 
them as the implementers of government policy on performance which they saw as 
pervasive in the NHS. The loss of this group was described by some as a negative 
consequence of the implementation of clinical leadership. Interestingly, this group 
described the desired future identity of the AHSC in very positive terms despite the 
threat to their role in the organisation inherent in the discourse of “clinical 
leadership”. 
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5.3.3. Organisational identities 
Multiple identity discourses related to the AHSC were most clearly evident at 
organisational level where the legacy identity discourses came into direct conflict 
with the desired identity discourse for the AHSC in some instances and in others, the 
conflict was more nuanced. There was also evidence of ambiguity within the identity 
discourse expressed by the leadership group itself. 
Over the course of the merger and creation of the AHSC two legal entities, the 
hospital trusts, merged into one, and were then integrated with the AHSC. Each of the 
hospital trusts had a recent history of merger and further legacy hospital identities 
were still evident in the discourses of the organisational members. In describing the 
identities of their legacy organisations, members were more likely to focus on 
differences between the identities of each of the legacy organisations and between 
them and the AHSC. Occasionally, members described similarities and continuity 
between legacy identities and the desired future identity of the AHSC. 
The leadership group described the identity of the university after which the 
AHSC was to be named as superior to the hospitals in terms of its international 
reputation. 
If one just thinks about it because we along with Oxford and Cambridge are in 
the top four biomedical research organisations in the world and because the 
clinicians are actually the sixteenth seventeenth eighteenth in the world.  
B_A_0907_E 
 
The university was keen to protect this reputation and there were concerns at 
Imperial College that its brand and reputation may potentially be tarnished if an 
eponymous organisation should fail to achieve similar standards of excellence. Some 
senior NHS managers described this as indicative of the poor esteem in which they 
were held by the university who had little faith in their ability to deliver; others saw it 
as an inevitable risk limitation strategy.  
This new name was presented in the dominant discourse to be building on the 
strengths and recognised brand of the university. The members of the leadership 
stated that it would have been impossible to choose the name of one hospital over the 
other.  
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I think it conjures up something over and above healthcare the whole scientific 
approach … and we want to be best in the world … they‟ve [Imperial College] got 
a history of excellent world standard research and I think there is a prestigious 
and a political move to sort of present that face to the world just going back to the 
name thing I was just glad it didn‟t have St Mary‟s Hospital NHS Trust‟s name on 
it I think it was a good thing because it‟s more neutral. 
NG_0109_F_C 
 
According to this dominant discourse, the new name marked the beginning of 
a new era for the hospitals engaged in a genuine collaboration with the university 
which would see the organisation dominate the national stage and enter the 
international stage. There was little ambiguity in the new name for the AHSC but 
much conflict between various professional and legacy organisational groups. 
It was when talking about the name of the organisation that organisational 
members referred explicitly to the identity of the organisation and particularly the loss 
of legacy hospital identities. Many made it clear that they still used the individual site 
names when asked where they worked as a way of preserving a sense of continuity in 
a time of flux and uncertainty. They also saw the use of Imperial College‟s name as 
indicative of a shift in power and control to the university: 
Well I think that lent itself as well to that feeling that this was a takeover by 
imperial college so I think there was a sense of oh right ok so that‟s the way we‟re 
going. 
EG_O_0508_C 
 
The presentation of research as the first of the three pillars of the AHSC vision 
also signalled to some members that Imperial College‟s FoM had taken over the 
hospital trusts. This was further compounded by the alignment of the AHSC‟s 
structure with that of the FoM. The discourse of the dominant group described a 
structure that would be flatter, cross sites and break down silo working practices that 
were a legacy of the pre-merger organisational separation. Members of Imperial 
College pointed out how this strategy had been pursued successfully when it merged 
several medical schools in the 1990‟s to form the Faulty of Medicine. The FoM‟s 
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divisional structure was used as the template on which the CPG structure was 
mapped. 
The clinical programme group structure was expressed by the leadership of the 
organisation as central to the AHSC and what made it different to other large hospital 
trusts and AHSC‟s in the ways that it linked the university and the hospitals. The 
intention was to break down site based loyalties and encourage organisational 
members to identify with a clinical programme group that crossed multiple sites.  
We decided there were actually seven clinical programmes who were straddling 
sites because they‟ve got to be site non-specific as possible otherwise you just get 
silos and bunkers reappearing and lose the point of merging in the first place. 
DM_D_0808_F 
 
This alignment with the faculty structure was seen by other groups as another 
indication of takeover by Imperial College with some expressing the view that this 
alignment meant that the AHSC would not be as innovative or radical as it could be if 
it was truly redesigned around the needs of patients rather than academics or 
clinicians.  
The discourse of clinical leadership was central to the new AHSC and 
structure was intended to embody clinical leadership at all levels of the organisation. 
At the organisation level it was embodied at directors meetings where the chief 
executive, two medical directors, director of research and director of education were 
all doctors. The clinical programme group directors were also all doctors. This 
contrasted with the general management structure which had characterised the legacy 
hospitals. 
 
5.3.4. Institutional identities 
Two main institutional identities were described by members of the trusts and 
university, that of the NHS and that of a higher education institution.  
The identity of the NHS was described by many organisational members as a 
meta-organisation which provided them with continuity during the period of change 
and uncertainty post-merger. In public, the leadership group also used the NHS 
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identity as a point of continuity, presenting the AHSC as a solution to the problems 
facing the NHS in terms of medical innovation and quality of patient care.  
The higher education sector identity of the university and the FoM was also 
evident in the leadership and other discourses as well as material artefacts such as the 
name of the AHSC and its structure which reflected that of the FoM divisions. The 
differences between these two identities were most evident in the descriptions of 
takeover by the university.  
Pre-merger, representatives from each of the legacy hospitals on the Steering 
Committee insisted that the name of the new trust be consulted upon within the three 
organisations. Focus groups were set up during the wider consultation process to 
discuss the name. There was concern from participants at the absence of „hospital‟ in 
the alternative names put to the focus groups. Clinical staff, particularly nurses, felt 
strongly that there was a need to reflect what the organisation did in the title. Whilst 
they understood that the organisation was now going to do more than just provide 
care, they felt that this was the most essential function of the organisation: 
All the clinicians that were there were coming up with names that were very 
clinically medically led the nurses were saying well hold on a minute we‟re still 
hospitals and patients know that we are hospitals.  
MY_N_0908_C 
The desired future identity discourse articulated by the dominant group was built 
on what its members termed „the three pillars‟ of the AHSC; research, education and 
service delivery. This vision was aimed at delivering new innovations in healthcare 
quicker resulting in better patient outcomes.  The strap-line that was used in the 
consultation period was „bench to bedside‟. The mantra „research, education and 
service delivery‟ was used repeatedly in internal documentation and at meetings. 
Documents and discussion stressed the importance of integrating all three and 
excellence in all three. In internal discussions the phrase usually used was „research, 
education and services‟, although there was some variation in the use of „services‟ 
with „patient care‟ sometimes substituted. Nurses used the phrase „patient care‟ whilst 
managers used „service delivery‟ more frequently. Some described the three pillars as 
having been presented in the wrong order because of what they portrayed as the main 
objective of the NHS as national health service; 
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I think the three tenets of the organisation which is research education and patient 
delivery are perceived to be the wrong way round actually we all joined the health 
service to deliver patient care not to be researchers so they need to twist it around 
to become patient care research education or even patient care education and 
research.  
JC_N_0808_C 
Interestingly, the dominant group seemed to understand this. External documents 
usually presented the three pillars with service delivery first, indicating that it was 
assumed that external stakeholders found this more acceptable. In the pre-merger 
consultation document in May 2007 the phrase „healthcare services‟ was used. By the 
time of the AHSC‟s first annual report in May 2008 this had changed to „patient care‟ 
and this phrase continued to be used in all public communications; 
The creation of the AHSC is a major advance for patient care, clinical teaching 
and scientific invention and innovation. The fusion of the different strands of our 
work and the achievements that can now be realised will lead to significant 
benefits for patients and greater advances in healthcare than we could have 
delivered apart. 
Imperial College Healthcare NHS Trust website, September 2009 
 
Some groups interpreted a tension between being a „world class AHSC‟ and being 
a provider of local health services, something they described as central to NHS values 
and identity. They expressed concerns about what a university knew about running a 
busy acute hospital. They did not express doubts that the university was effectively 
managed but they did not see the skills necessary for managing a higher education 
institution translating to the NHS and they described Imperial College as struggling 
with this over the first few months of the merger. 
Previously we [NHS general managers] were told that we couldn‟t manage our 
way out of paper bag and it would take some very clever people which Imperial 
College are to do it for us and I think Imperial College have realised that it is 
actually a very sophisticated thing and that to [do] that and create an AHSC is an 
even more sophisticated thing  
NS_O_0908_C 
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For the leadership group, the non-NHS identity of the FoM as more 
“commercial”, “ruthless” and “competitive” was described as a positive change from 
the “bog-standard” and “inert” culture of the NHS. The NHS culture and the rules 
which governed behaviour within the NHS proved harder to challenge than this group 
anticipated.  
 
5.4. Interaction between multiple levels: Inter-textual and inter-
discursive analysis  
The discourses identified at each level interacted together to construct the 
identity of the AHSC. The dominant group expressed a desired future identity for the 
AHSC which challenged elements of the NHS identity and many aspects of the legacy 
hospital identities but was aligned with the identity of the university. It also 
challenged many aspects of professional and group identities and in turn the identities 
of individuals as they sought to identify with the AHSC and find their place within the 
new organisation. The challenges were the most obvious sites of struggle between 
discourses. 
Further analysis of the empirical material revealed five related inter-discursive 
processes engaged in by agents as they struggled to establish or resist the dominance 
of an identity discourse.  
In this inter-discursive struggle, strategic ambiguity
27
, domination and 
resistance were evident in the empirical material. However there was also evidence of 
two processes of recontextualisation
28
. Related to domination, there were attempts on 
the part of the dominant group to colonise selected discourses of other groups by 
reinterpreting the language used in these other discourses using the value orientation 
or ideology of the dominant discourse. Resistance was observed in the way that other 
discourses rejected the dominant discourse or presented alternative discourses. 
However, groups were also observed to translate dominant discourses in ways that fit 
                                               
27 I identified strategic ambiguity as a concept from the empirical material. Later exploration of the 
literature revealed that this was a theoretical concept (Eisenberg, 1984). This is explored in more detail 
in the discussion chapter. 
28 Recontextualisation is a term used by Fairclough (2005) to describe the relationship between 
different social practices. He attributes the concept to Bernstein (1990) and describes how elements of 
a social practice in one context can be colonised and transposed into another. 
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with their discourses or ideologies, transposing elements of the discourse and 
changing the meaning ascribed to them. The processes of domination, colonisation 
and translation were all aimed to a greater or lesser extent at restoring consensus 
between and within identity discourses and establishing a seemingly single unitary 
organisational identity discourse. It could be argued that resistance is also aimed at 
restoring consensus but just a different consensus, and for the purpose of this analysis 
it is assumed that the desired consensus is around the dominant identity discourse or 
desired future identity as it was expressed by the dominant group.  
 
5.4.1. Strategic ambiguity 
Ambiguity in identity discourse was not always unintended. The dominant 
group were careful to maintain some strategic ambiguity in their articulated vision in 
order to ensure that members would perceive continuity in the context of change and 
therefore be less likely to resist change. It was used by dominant groups pre-merger 
and during the consultation on the creation of the AHSC to create space for 
individuals and groups to maintain their individual workplace identities and, in some 
cases, enhance them in the context of the desired future identity. The histories of the 
pre-merger hospitals were incorporated into the desired future identity as the 
foundations of biomedical innovation that the new AHSC would build on. Clinicians 
and clinical leadership were promoted as central to the realisation of the vision, where 
the term „clinician‟ was used with strategic ambiguity implying inclusivity of a range 
of health care professionals.  
Different groups exhibited different levels of tolerance for strategic ambiguity. 
Nurses in both hospital trusts and members of St Mary‟s Hospital NHS Trust 
exhibited a greater need for clarity in relation to the organisation‟s structure and 
strategic direction. Nurses as a professional group described themselves as 
hierarchical and dependent on visible leadership and found the absence of this during 
the creation of the AHSC threatening to their sense of continuity. The new Director of 
Nursing was able to interpret the desired future identity for nurses, reducing the 
perception of ambiguity. Similarly members of the legacy organisation, St Mary‟s 
Hospital NHS Trust hospital, described high levels of anxiety and uncertainty related 
to the ambiguity. They described this to as a consequence of the largely impersonal 
nature of a poorly communicating organisation in contrast to their historical 
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perception of legacy organisation that had been small, tightly-knit and hierarchical 
relying on personal networks and relations. They compensated for this ambiguity by 
continuing to identify with St Mary‟s or identifying with their local work team.  
In contrast, there was coherence among the dominant group about what the 
vision and desired future organisational identity meant to them, whilst they recognised 
that it may be ambiguous to others. The dominant group described how they used this 
strategic ambiguity to colonise some marginal identity discourses, re-contextualising 
them to integrate them into the dominant one when they felt these had some value. 
The desired future identity was ambiguous enough to leave the dominant group space 
to revise and reinterpret what it meant at a later date if this was necessary and 
provided marginal groups with the space to interpret in it in alternate ways. This 
strategic ambiguity was reinforced by the use of the term “virtual organisation” which 
was used in relation to the AHSC and the joint hospital-university structure which 
underlay it. This was not the only example of tactical or strategic ambiguity in the 
dominant identity discourse. “Autonomy” for clinical leaders was a central principle 
of clinical leadership but the dominant group were careful to ensure that they 
qualified this by talking about “controlled autonomy” and “earned autonomy” without 
being clear about how it was controlled or earned. 
For other groups, strategic ambiguity had the effect of making resistance more 
difficult. Members described how they could find little tangible in the desired future 
identity to resist, and what was expressed to be presented in ways that were wholly 
positive. This had the effect, in their eyes, of disempowering them. Some members 
did use the ambiguity to translate the desired future identity and recontextualise it 
using their own identity discourse.  
 
5.4.2. Domination 
The dominant identity discourse was uni-vocal. The aim was consensus, 
speaking with one voice and having a single unitary identity, silencing any alternative 
identity discourses. Generally, the only voice that was heard was that of the AHSC, 
other voices were rarely referred to in texts. Texts related to the vision were the most 
obvious examples of this [Box 9]. No voice other than that of the AHSC was heard, 
with the possible exception of „patients‟ and „populations‟, but here patients and 
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populations were objectified, passive recipients and products of the organisation‟s 
endeavours.  
 
Box 9: The vision of the AHSC - June 2008 
 
The dominant discourse was presented through multiple channels of 
communication to which the leadership group had privileged access. They were able 
to reinforce the social relations that signified their dominance in structuring their own 
and other groups‟ access to organisational dialogues such as those held at meetings. 
Thus, the leadership group was coterminous with the dominant group and were 
closely identified with the desired future identity. The leader [B] of this group was 
most strongly identified with it and the desired future identity was commonly referred 
to as “B‟s vision”. The membership of meetings was determined by the dominant 
group and reinforced the unitary voice that they wanted maintained in the 
organisation. The trust directors‟ meetings in the legacy hospitals would have been 
inclusive of corporate directors such as the Director of Information Technology, the 
Director of Human Resources, the Director of Estates and Facilities among others. 
These directors were excluded from this meeting by the chief executive because they 
were seen as having only a supporting role in the realisation of the AHSC vision and 
were not central to it.  
The dominant group, which was at the centre of strategic decision-making for 
the AHSC in the first eighteen months, excluded many of the non-clinical voices in 
the organisation. The agenda was set by the chief executive and the managing director 
and, whilst there was frequently vigorous debate, this was usually confined to a small 
group of medical academics and doctors who had long-term relationships with each 
other and adopted a style of interaction that was more confrontational than many in 
the NHS had been used to, but very familiar to members of the FoM. In discussing a 
problem that had arisen within one of the clinical programme groups, one of the 
The AHSC‟s vision is that the quality of life of our patients and populations will be 
vastly improved by taking the discoveries that we make and translating them into 
advances – new therapies and techniques – and promoting their application in the NHS 
and around the world, in as fast a timeframe as possible. 
The Vision for the Academic Health Science Centre 
June 2008 
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medical directors (an NHS clinician) and the chief executive (a medical academic) 
were engaged in a debate about how the situation should be managed; 
D:  we need to be very careful of the sorts of language we use in terms of how they 
function 
B:  we move things around with vicious rectitude [in the Faculty of Medicine] 
because we don‟t ask everybody what they think 
 
Here the medical director spoke with the voice of the medical team he leads, 
cautioning the chief executive about the sensitivities underlying the problem which 
had arisen and how the directors‟ response may be interpreted. The chief executive 
who used „we‟ to refer to the FoM team pointed clearly to the differences in style 
between the Faculty and the hospitals. Meeting attendees interpreted this as a signal 
that the style of the AHSC would be modelled on that of the FoM.  
This process of discursive domination was reflected by non-discursive 
practices. Where attendees seated themselves in the meeting also reflected the role 
they assumed. The chief executive usually sat at the „head‟ of the table, with the 
managing director in close proximity. The other medical and medical academic 
members were clustered close by, with non-medical members including nurses, more 
distant. Few non-medical attendees at the meeting joined in the debate unless 
expressly invited by the chief executive with the exception of the managing director. 
Others tended to speak only when they were designated to contribute on the agenda. 
Questions were largely the prerogative of the chief executive and he was the only 
contributor who was afforded the privilege of speaking without interruption during 
meetings. The managing director would frequently take the role of translator, 
mediating between the chief executive and non-clinical directors such as the director 
of finance where there was a breakdown in communication. This was more common 
in the early days of the AHSC when the chief executive was less aware of the 
multifarious rules governing NHS finance and operations. The managing director 
sought to offer interpretations and summaries of what was said in a debate when 
conflict was escalating within the group.  
The main decision-making body of the AHSC was intended to be the Clinical 
Programme Board which met on a monthly basis. This board had a membership of 
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over thirty from the AHSC, including all trust directors (but not the corporate 
directors), all clinical programme group directors and their heads of operations, and 
all heads of division from the FoM. The size of the group meant that participation and 
discussion was severely constrained and again the agenda was controlled by the chief 
executive and managing director. Little actual discussion was observed in these 
meetings, which seemed to perform an information sharing function between the trust 
directors and clinical programme groups and between the hospital and FoM.  
This process of domination was felt at the frontline when the name of the 
AHSC was announced and again when the restructuring was implemented. Consensus 
was sought by the dominant group in the consultation processes, but the perceptions 
of members were that this was “in name only”, that the outcome “was a fait accompli” 
and that any feedback “was not heard”. Many described the consultation as a statutory 
process that the dominant group needed to engage in with unions and employees and 
the outcome was never in doubt. Other groups interpreted consultation to mean a two 
way process of interaction which would result in the incorporation of their views. The 
failure of this to happen was seen as hegemonic by members and indicative of the 
way the organisation would run in the future.    
I don‟t think it was meaningful at all we knew what was going to be the outcome 
of it you could complain as much as you wanted or put your tuppence worth in 
they might have listened a little to some of the bits and pieces but the bottom line 
is you know when people have a goal and they set out to get that goal I think a 
consultation is a taking your cap off to say to the other guy  [laughs]. 
AM_N_0508_F 
 
5.4.3. Colonisation 
The dominant group used inter-discursivity in tactical ways when they 
assumed that there may be resistance to initiatives. Usually this was targeted at 
specific groups and the discourses they practiced rather than generally within the 
organisation.  
One such group were non-academic medical consultants across the hospital 
sites. This group were referred to as “bog-standard” by FoM members, which 
differentiated non-academic consultants in the NHS from those that had ties with the 
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FoM and were engaged in clinical research. The use of this term was attributed to the 
chief executive but was used more widely among FoM members. It was generalised to 
encompass the legacy NHS hospitals terming them and other locally competing 
hospital providers “bog-standard NHS trusts”. Other differentiating phrases included 
“just an NHS clinician”. Despite this classification, the dominant group recognised 
the importance of gaining the support of hospital consultants pre-merger, as they were 
described as potentially the main barrier to the realisation of the desired future 
identity.  
In order to do this, the dominant group used the language of “continuity” 
linking this to “the clinical case for change”. The term “continuity” had been used by 
consultant groups in relation to their concern to preserve the history and legacy of the 
hospitals. Explicit references to continuity were in relation to service reconfiguration 
and job security which were seen as the two areas most likely to provoke resistance to 
the creation of the AHSC. 
The dominant group described how the AHSC would “build on the strengths” 
that both the hospitals had in clinical service to realise the vision of the new 
organisation. The “clinical case for change” was contextualised in terms of a wider 
regional initiative in which “no change is not an option”, making it clear that the 
dominant group‟s hands were tied, they had to make changes, this was “inevitable”. 
The dominant group in the AHSC sought to become indispensable to the consultants 
by defining the nature and problems of the legacy hospitals and suggesting that these 
would be resolved by the realisation of the desired future identity as defined by the 
dominant group. Consultant bodies accepted without question the inevitability of 
change when it was placed in the wider regional context and thus became enrolled 
into the AHSC as the logical solution. Whilst some clearly had their doubts about the 
vision, they pointed out that the presentation of the AHSC as a centre of “world-class 
healthcare” was a difficult one to disagree with.  
Over time there was a realisation that one consultant body was more vocal and 
potentially disruptive than others. The consultant body at St Mary‟s Hospital NHS 
Trust had always been more closely networked than the consultant bodies at Charing 
Cross Hospital or Hammersmith Hospital, and whilst it had been broadly supportive 
of the AHSC, it was growing restive over the summer of 2008. Its leadership 
described what they saw as preference being given to other hospital sites in service 
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reconfigurations and made its resentment of this clear during Trust Advisory Medical 
Council meetings. In December 2008 the AHSC, alongside a number of other 
providers London, made a bid to become one of three major trauma centres across 
London with Charing Cross Hospital the site of the trauma centre. The bid was 
rejected. The chief executive and trust directors agreed that was inconceivable that the 
UK‟s first AHSC would not retain frontline trauma services and losing these services 
would irrevocably damage the reputation of the AHSC in the local health economy as 
well as nationally and internationally. The AHSC was told that, it could resubmit its 
bid for reconsideration with St Mary‟s Hospital NHS Trust as the main site for the 
trauma centre. In the process of resubmitting this bid the chief executive and 
managing director began to attend the consultant group meetings at St Mary‟s 
Hospital NHS Trust on a regular basis, keeping them informed of AHSC strategy and 
new initiatives. Consultants at St Mary‟s Hospital NHS Trust interpreted this as 
preferential treatment and described St Mary‟s Hospital NHS Trust as “the jewel in 
the crown of Imperial”. The dominant group saw this as a way of keeping an 
important group “on message” and ensuring that a very high profile AHSC initiative 
was not derailed.  
Other discourses had also presented the research carried out at Imperial 
College as “elitist” and “ethereal” and not related to the needs of the local 
populations. The dominant group colonised this discourse by reinterpreting it in terms 
of local populations‟ “entitlements to world-class care” and “partnership with local 
communities” in realising the AHSC vision. This was particularly evident in the 
discourse of research in one CPG which saw itself as focusing research on the most 
common needs of the local population;   
What we‟re trying to achieve is world class health care for local people you know 
it‟s not world class care for somebody who gets on plane from America you know 
it‟s world class care for the refugee from [X] estate it‟s for everyone.  
GG_D_0808_C 
 
This colonisation of marginal discourse was also evident in the evolution of 
the use of terms related to the patient. In the pre-merger discourse, the dominant 
group focused on the importance of achieving improved clinical outcomes for patients 
and how the AHSC would achieve this. This use of the phrase “patient outcomes” was 
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framed in the context of language that doctors speak. Medical academics and doctors 
rarely mentioned patients in their interview or observed interactions but when they did 
patients were usually passive recipients of care and research protocols rather than 
active partners; 
We all stick together we all do our work together we all pass the patients around 
each other because there is academic interest and so clinical interest. 
JR_D_0908_C 
 
Nurses and general managers used the phrase “patient care” when talking 
about what the organisation did. In their discourse the patient was a more active 
participant in their care;  
If you go and speak to patients all they want is the care to be given to them in a 
safe manner. 
AM_N_0508_F 
 
Nurses often talked about “their” patients and spoke on behalf of their patients 
and what the patient needed or wanted from the AHSC. For them “patient care” was 
more holistic experience than “patient outcomes” and went to the heart of what they 
as nurses and the hospital as an institution did. One of the Department of Health 
performance targets on which the hospitals had consistently been relatively poor was 
the patient experience
29
  target. The dominant group saw this performance as 
incompatible with the vision of excellence for the AHSC and prioritised initiatives to 
enhance the patient experience [Box 10]. 
 
                                               
29 Defined by the Department of Health in 2007 as (1) getting good treatment in a comfortable, caring 
and safe environment, delivered in a calm and reassuring way; (2) having information to make choices, 
to feel confident and to feel in control; and (3) being talked to and listened to as an equal; being treated 
with honesty, respect and dignity. 
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Box 10: Extract from the Annual Report 2008/09 
 
 
The presence of the chairman of the trust board was intended to signal the 
leadership‟s commitment to improving the patient experience and its critical 
importance in the realisation of the AHSC vision. The language used in directors‟ 
meetings reflected the dominant group‟s views that they saw this as an exercise in 
performance improvement rather than one in patient engagement. When the patient 
experience was discussed at this level it was in terms of “progress” towards achieving 
“objectives” and in this context it was “high on the agenda and plenty of board 
interest”. This was also an example of the dominant group‟s adoption of the discourse 
of public accountability which was seen as distinguishing the NHS from the 
university.  
 
5.4.4. Resistance 
Some identity discourses resisted the dominant identity discourse and referred 
to dominant texts either explicitly or implicitly.  
The dominant group‟s identity discourse relating to “autonomy” was the site 
of significant resistance by a number of groups within the AHSC. Other words used in 
this discourse included “empowerment”, “controlled”, “earned” and “observed”. The 
dominant group stressed the importance of performance management as the system of 
control and observation. CPG directors resisted this discursively talking about how 
they had been promised and then denied autonomy; 
We were promised that we would be free to do x y and z and we‟re you know on 
the one hand and other hand we‟re not really free you have some freedom but a 
Patient experience campaign is launched 
C, Trust chairman, launched a new campaign to improve the patient experience. 
Initiatives launched as part of the campaign include the development of the Trust‟s 
values, Back to the Floor Fridays, protected mealtimes, enhanced patient feedback, 
refurbished reception areas, leadership development programmes, training videos 
and the commissioning for Quality and Innovation (CQUIN) scheme.  
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soon as you try and do something somebody comes and knocks on your door and 
says why are you doing that. 
DK_D_0708_C 
 
The process and practice of appointing consultants proved one of the most 
frustrating examples of their lack of autonomy to CPG directors. They described 
central control of this as a direct infringement of their autonomy as a CPG director 
and a contradiction of the terms on which they had been appointed. Some attributed 
this, as in the above case, to the controlling personality of one individual at the top of 
the organisation, whilst others saw it as a desire on the part of the dominant group to 
centrally control the strategic direction of the AHSC through appointment to 
consultant posts. As these posts are appointed for the life-time of a consultant career, 
“the right” decision needed to be made. However there was little resistance to this 
outside of discursive practice, rather a resignation and hope that “it would get better 
with time”. The lack of resistance in practice was interpreted by the dominant group 
as a consequence of clinical leadership and doctors being unable to argue with 
leadership that came from their own professional group. Others put it down to the 
force of the personality of the chief executive who made declarations like “[I] don‟t 
want people having ideas of their own”. 
Lower down the organisation, recruitment of other professionals, which was 
delegated to CPG‟s, was being centralised at CPG board level and autonomy had been 
removed from clinical leads for their own recruitment;  
An AHP leader described a strategy employed by the CPG to control 
expenditure in the light of a large overspend. There was considerable pressure at this 
time from trust directors on the CPG‟s to cut their deficits and show an end of year 
surplus. The clinical leader contrasted their experience in the legacy hospital where 
communication was open and transparent with what they described as a lack of 
openness and transparency at the AHSC. A recruitment system was poorly set up and 
implemented but AHP‟s criticisms of it were dismissed. Only medical consultants had 
sufficient power to change the system, reinforcing the pivotal role this group was 
described as having by other professional groups as well as their own in the success of 
change and realisation of the vision. 
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Another discourse of resistance centred on the “takeover” of the legacy 
organisations by an “other”. The identity of the “other” shifted depending on the 
legacy organisation and on the point in time in the merger. SMH members initially 
described the organisation as being taken over by HHNT, HHNT described a takeover 
by SMH or Imperial College. As the merger progressed, both SMH and HHNT 
members described an Imperial College “take-over”. Members of both hospitals 
resisted the use of the name Imperial College Healthcare NHS Trust by insisting on 
continuing to use site specific names in terms of where they worked. Members also 
refused to travel to other sites for meetings, even when lead clinicians and other 
leaders made a conscious effort to rotate meetings around different sites. In one 
instance, a clinical leader described problems she had getting clinicians in a speciality 
to agree a cross site meeting time. Both wanted to maintain the historical meeting 
times from their legacy organisations and at the time of interview she had been unable 
to find a compromise.  
The restructuring process which was aimed at aligning research, education and 
service delivery triggered multiple instances of resistance, discursively and in terms of 
other social practices. Research and service provision was meant to be aligned 
through joint planning at CPG board level between CPG directors and their heads of 
research, all of whom were heads of division within the FoM. For one CPG this was a 
simple affair. The CPG director was also the counterpart head of division. For others, 
this was less straight-forward, the CPG director had two or even three heads of 
research to work with. The heads of division were in competition internally within the 
FoM and viewed the CPG meetings to be dominated by NHS “issues” not relevant to 
them. In many cases, heads of research did not regularly attend CPG board meetings 
making it clear that they did not prioritise the AHSC in the context of the other 
demands placed on their time.  
At the frontline, new consultant job plans began to reflect the importance of 
research and education as part of every doctor‟s role. One of the seemingly innocuous 
changes that were made was changing the education session for consultants from 
Friday afternoons. This had been a common practice for many years and the chief 
executive only half-jokingly pointed out that there were more Friday afternoon 
education sessions than there were students. Whilst this was relatively non-
contentious for new appointments, attempts to review existing job plans met with 
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strong resistance. One speciality threatened to leave their CPG in response to this 
review resulting in intervention by the chief executive in order to preserve the 
integrity of the AHSC vision. He attributed the success of his intervention down to 
“separating the noise from the service”. The “noise” was the intra-CPG politics which 
he described as having resulted from “poor management” of the CPG and the 
relationships within it. Whilst this did resolve the immediate problem within the CPG, 
it was described by some members of the team as doing little to enhance relations 
between the CPG director and his team but again emphasised the dominance of the 
chief executive and his “ownership” of the dominant AHSC discourse identity.  
Resistance was enacted discursively and non-discursively during consultation 
processes. These were consistently reported in the dominant identity discourse as 
successful although the rates of response were low relative to the potential 
responses
30
. This pattern was reflected during the values engagement programme 
which sought to engage staff across the hospital sites on what they values of the 
AHSC should be. The programme lead reported anecdotally that the poor response to 
the programme was due to; 
Staff not feeling valued and not wanting to get involved if they are not being 
listened to anyway. 
JS_O_0109_C 
 
Ultimately, to get the response required by the project board, which was 
comprised of members from the dominant group, supervising the values programme, 
the project team had to attend staff meetings and wait while members filled in a single 
page form which gave them examples of what the values might be. This was far from 
the inclusive bottom up approach that had been originally envisaged by the human 
resources professionals that had championed it, promoting methods such as 
appreciative inquiry. The values that were ultimately published fused the language of 
the patient experience discourse and the vision as articulated by the dominant group 
[Box 11]. 
 
  
                                               
30 218 members of staff out of over 10,000 potential respondents indicating a 2% response rate.  
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Box 11: Trust values - March 2009 
 
 
 
The ultimate form of resistance for some members was leaving the 
organisation. Turnover was reportedly high
31
 during the restructuring of the AHSC. 
Turnover was highest among middle managers, primarily general managers, where 
the competition for limited positions was greatest. Even among the successful 
candidates there was high level of attrition as general managers in particular saw their 
power being eroded in what they described as a doctor dominated organisation. At the 
top of the organisation all of the corporate directors who were excluded from strategic 
decision-making in the AHSC were appointed only on an interim basis; 
There was not simply no sense that you were wanted by the organisation we kept 
on being told basically that we are keeping you until we can find somebody better 
or words to that effect you know we want to advertise internationally and we are 
looking for world class people and it was very much at the time the attitude that 
you came from our predecessor organisations you have very little to offer and 
contribute you are part of the inherited problem.  
NS_O_0908_C 
 
By the end of the first year of AHSC operations, most of them had resigned 
their positions. Whilst for the individuals this was a form of resistance, it was also the 
only avenue some described as being left open to them and thus out of their control. 
The dominant group interpreted their behaviour as failure to be “on-message” and 
therefore a signal of their weakness and unsuitability to the AHSC and its vision.  
 
                                               
31 This report was anecdotal and the source was a senior member of the human resources directorate.  
At Imperial College Healthcare NHS Trust we:  
• Respect our patients and colleagues 
• Encourage innovation in all that we do 
• Provide the highest quality care  
• Work together for the achievement of outstanding results 
• Take pride in our success 
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5.4.5. Translation 
Some members translated the desired future identity discourse of the AHSC 
reframing it using the principles and values that they described as underpinning the 
NHS that they worked for.  
These members took the terms “world-class care” and recontextualised them 
into the provision of services for local populations which they saw as entitled to world 
class treatment. In order to achieve this world class care though, they pointed to the 
necessity to “be doing the basics right first”, drawing the attention of the AHSC back 
to the importance of meeting the operational targets that they saw as still unmet within 
the trust; 
I do exit interviews with my staff. The level of nursing staffing level numbers we 
can‟t be world class. If we don‟t put enough nurses on the wards and so yes it is 
great to have world class and yes world class translating excellent research to the 
patient as soon as we can is a great to thing to have yes to be up there with 
Harvard and Boston and things like that and I agree it‟s probably a five to ten 
year plan or even longer but I think we need to be doing the basics right.  
CA_AHP_1108_C 
This member did not see getting the basics right as incompatible in any way 
with the realisation of the desired future identity; in fact it was a necessary step in its 
realisation.  
Other non-dominant discourses also successfully translated the discourse of 
performance management in this context pointing to importance of meeting the 
statutory targets for the organisation‟s future survival. This was particularly evident in 
the re-contextualisation of patient care. 
The appointment of a high profile Director of Nursing who was tasked with 
meeting the patient experience targets placed a high profile champion for “getting the 
basics right” at the heart of the dominant group. Through a number of high profile 
“evidence based” initiatives she enrolled the support of other members of the 
dominant group as well as frontline nursing staff in realising “world class care” at the 
AHSC. Back to the Floor Fridays was one such initiative that quickly gained the 
support of both dominant and other groups using the language of both, the “high 
performance culture” of the dominant group and the “patient care” of the front-line 
clinicians, both doctors and nurses. The initiative also had the effect of raising the 
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profile of the dominant group at the frontline and enabling frontline staff members 
interpret the desired future identity in ways that were more meaningful to their 
everyday working lives.  
For some groups the discourse of “getting the basics right” was synonymous 
with improving the patient experience. The dominant discourse of “excellence” was 
used to place patient care at the heart of one marginal interpretation of the vision; the 
vision itself “was all about the patient”.  
Another way in which other groups translated the dominant identity discourse 
was to align it with the histories of the legacy organisations. Groups used the 
dominant discourse to present the legacy hospitals‟ histories in research and service 
innovations. At St Mary‟s Hospital NHS Trust, doctors spoke of the hospital as the 
site of one of the most significant bio-medical innovations of the twentieth century, 
and at Hammersmith Hospitals NHS Trust, doctors pointed to its role as a significant 
provider of post-graduate medical training and research during the middle part of the 
twentieth century.  For some doctors and medical academics this meant that the 
AHSC was nothing new but the recreation of the past; 
Hammersmith Hospitals NHS Trust was a post-graduate institution very driving 
academically it‟s always been driven academically so in way they already were 
totally St Mary‟s Hospital NHS Trust with the structure that has evolved for the 
whole institution 
JW_MA_0908_E 
 
In this translation, the AHSC was a continuation of the past, building the 
legacy strengths of the hospitals into something bigger and even better.  
The dominant discourse left space only for clinical leadership and never 
directly referred to the role of the general or specialist managers in the AHSC. The 
general and corporate manager was a “thing of the past”. In directors meetings the 
acting director of finance sat separate from other directors and rarely engaged in pre-
meeting banter. He presented the trusts current financial performance at each meeting 
and was commonly subjected to aggressive questioning. The acting director of finance 
described himself as representing the NHS culture of financial performance 
management and public accountability. The managing director interpreted her role 
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similarly. In her own words, her job in contrast to that of the chief executive was 
about: 
I‟m the feet on the ground he‟s the hands in the stars. 
CP_GM_0908_Ex 
 
This perception was shared by the chief executive who viewed this public 
accountability discourse as a constraint to creative and innovative thinking. The chief 
executive of the AHSC wanted the organisation to be managed in an entirely different 
way from what he saw as the traditional way in which hospital trusts were run;  
I think that strategy [target setting] that approach is probably waning foundation 
trusts are definitely waning in sort of the targets and I think we would to be on the 
envelope of that pushing it in the direction which we want it to go not what 
anybody else wanted it to go I think the structure of this is quite interesting „cos it 
gives us the flexibility and freedom.  
B_MA_0907_E 
 
The voices of the financial managers which were marginalised by the 
dominant discourse during the early days of the merger were able in time to use the 
regulatory mechanisms of the NHS to reinterpret and recontextualise the dominant 
discourse. This process was mirrored at CPG level amongst the heads of operations, 
heads of finance and heads of nursing as CPG‟s started to grapple with issues 
surrounding budget deficits, funding cuts due to changes in the way commissioners 
would pay for services, and the introduction of initiatives such as service line 
reporting. One manager described in July 2009 how she saw that the dominant 
group‟s articulation of the desired future identity having "tailed off a bit" with more 
focus on short term concrete steps like Foundation Trust application and meeting 
performance targets. She pointed out that this change prompted her to “feel more 
comfortable with what is actually happening [it‟s] more achievable".  
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5.5. The inter-discursive process of creating the AHSC identity  
These five processes have been presented analytically as if they are separate 
and discrete but there is a considerable degree of overlap and recursivity between 
them, particularly between colonisation and translation. The tension between the 
dominant identity discourse of world-class research and services and other discourses 
of local service provision and “getting the basics right” was one such example of this 
recursivity. The dominant discourse colonised the discourse of local service provision 
in order to be seen to be meeting the demands of commissioners locally, stressing the 
“international quality” of these local services. It colonised the “getting the basics 
right” discourse by reinterpreting this as “excellence” in aspects of service delivery 
that would be considered “basic”.  Other discourses in turn translated the dominant 
discourse of “excellence” to encompass the “basics” such as the patient experience. 
The two discourses thus converged at a point that embraced both while enabling 
different groups to place emphasis on different aspects of the discourse. Reflecting 
this convergence the members of the dominant group who presented the AHSC‟s 
application for designation in March 2009 identified the two priorities of the trust as: 
 Maintaining delivery of excellent patient outcomes; 
 Improving patient satisfaction. 
The following text is an excerpt from a column written by the chief executive 
for the internal communication bulletin of the AHSC on the second anniversary of the 
merger and creation of the AHSC in October 2009.  
We have formidable strengths and achievements on which to build. Not least the 
shift in government policy toward AHSCs and all they can achieve. The NHS 
Constitution has, for the first time, committed to the promotion and conduct of 
research. By June 2010, we must have proper mechanisms in place to report the 
number of patients in clinical research each year.  
Earlier this month, at a meeting of key people within our clinical programme 
groups, I was delighted to note the shift in behaviours from when we first created 
the AHSC. I can now say that clinical research, education and service are equal 
in everyone‟s mind. We are truly beginning to achieve our integrated triple 
mission for the benefit of our patients. 
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The unique AHSC partnership means that we can now harness new discoveries 
and translate them swiftly to benefit our patients – but we still have some way to 
go. 
 
This text uses the collective “we” to denote the single unitary identity of the 
AHSC as the subject of the discourse. The dominant group, defining themselves as 
“the AHSC” have been instrumental in shifting government and NHS policy in bio-
medical research. When describing the recent meeting of “key people”, the members 
described as “key” were directors, clinical programme group directors and heads of 
operations and nursing. Any “behaviour change” was at this high level of the 
organisation, not “in everyone‟s mind” as stated later in the sentence unless 
“everyone” in the organisation is expected to be of one mind with the leadership. The 
order of “research, education and service” is still presented internally as it was at the 
outset of the AHSC although in externally circulated documents the emphasis was on 
patient care and patient outcomes. Finally, patients are now being referred to as “our” 
rather than “the” as they had been in previous texts indicating a more personal 
relationship with patients.     
This text acknowledges that the identity of the AHSC as expressed in the 
desired future identity is not yet achieved and this process is potentially open-ended. 
The role of alternative discourses in shaping it remains unacknowledged. The 
dominant discourse maintained the position of dominance it established at the outset 
over the time of this study. It did evolve to include aspects of other discourses that 
either enabled the dominant group to respond to external demands, or enrol the 
support of internal groups whose support was seen to be essential to realise the AHSC 
vision.  This was reflected in the shifting membership of dominant and other groups 
over the course of the study.   
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5.6. Chapter conclusion 
This chapter presented the inter-discursive analysis of the AHSC‟s identity 
discourses as the identity of the newly created AHSC was constructed. A process of 
transformation was observed from legacy identities towards a desired future identity 
claimed by the dominant leadership group whilst some aspects of legacy identities 
were reproduced and appear to persist through the process of AHSC identity 
construction. This process was discursively accomplished through strategic 
ambiguity, domination, resistance, colonisation and translation.  
The next chapter explores how these identity discourses and inter-discursivity 
constituted the power relations of the AHSC, reproducing some and transforming 
others. It also looks at the effect this had on the realisation of the desired future 
identity.  
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6. Chapter 6: Constituting power relations in the new AHSC 
6.1. Chapter introduction 
This chapter presents how the AHSC‟s identity was discursively and non-
discursively reproduced and transformed in the context of power relations at the 
AHSC and how these in turn were reproduced and transformed. 
The effects of power are examined at the episodic level, as situated actions and 
discourse, and at a deeper structure levels (Mumby, 1987) of social and system 
integration (Clegg, 1989a) where the rules and social structures that underlie power 
relations are demonstrated through organisational practices including discourse with 
the aim of domination.  
The previous chapter presented an interpretation of the multiple identity 
discourses in the AHSC and how they interacted to reproduce and transform the 
legacy identities of the hospitals in the light of a dominant desired future AHSC 
identity as expressed by the leadership group. The findings presented here will extend 
this interpretation by viewing the construction of the AHSC identity as a power effect. 
Identity discourses and the accompanying non-discursive practices are analysed as the 
means by which the social rules of practice are transformed and reproduced, and 
groups are empowered or disempowered in the struggle for a desired future identity.  
The analysis presents two innovations in production and discipline that were 
observed and how these empowered or disempowered various individuals and groups 
within the AHSC. This empowerment and disempowerment had effects on obligatory 
passage points. The obligatory passage points, in each case, were analogous with 
either the dominant group‟s desired future identity for the AHSC or an adapted 
version of this. This adaptation appeared to be a result of constraint generated by 
exogenous environmental contingencies (Clegg, 1989a) or social rules at macro-
organisational level that could not be transformed by the dominant group. Adaptation 
was also the result of the internal processes of inter-discursivity presented in the 
previous chapter. The chapter will then go on to explore how episodic power was 
exercised during these innovations and how the outcomes of this action in turn 
reproduced or transformed social rules of practice.  
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6.2. Episodic power:  Creating the AHSC desired future identity 
As outlined in chapter 4, Imperial College used its position within the local 
health economy and national and regional decision-making bodies to present a 
„problem‟ of poor translational research which could be resolved by the establishment 
of an AHSC that integrated research, education and service provision. The material 
artefacts which already bound the university and NHS hospitals such as joint medical-
academic appointments and sharing estate on the hospital sites, made the integration 
easier to comprehend and seem like a natural progression of a pre-existing 
relationship. In the case of Hammersmith, it was harking back to the past glories of 
the Royal Post-Graduate Medical School. Strategic ambiguity was central to this 
process of problematisation as the leadership group sought the enrolment and support 
of different groups using different frames of reference. Resistance was evident in 
other discourses which described relationships between the hospital trusts and 
Imperial College as „troubled‟ with relationships at the most senior level fraught and 
conflictual. 
 
6.2.1. Pre-merger social relations and agencies 
Social relations act to reify power in the organisation through hierarchical 
structures and other forms of authority (Clegg, 1989b). The social relations which 
existed prior to the merger were divided clearly along NHS versus university lines. 
For many agents there was little boundary spanning across the two. The only groups 
to do so were medical academics and consultants who had joint NHS-university 
contracts. One individual spanned both groups as well as being a member of the 
external agency that was driving policy within the NHS towards the creation of 
Academic Health Science Centres. Within the NHS trusts, senior general managers 
held most of the key leadership positions. Within the university, the structure was 
collegiate with all senior positions occupied by academics. Medical academics who 
had joint NHS contracts were the only group to have a foot in both camps. The 
membership of the AHSC Steering group and the clinical reference group, two groups 
that were influential in building the vision and dominant identity discourse, was 
weighted in favour of the FoM and its leadership. The clinical reference group met on 
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Friday mornings at 7.30am, a traditional meeting time for doctors, which members of 
non-medical professions described as intended to exclude them.  
From the earliest stages the Senior Responsible Officer (SRO) for the AHSC 
stressed the importance of gaining the support of the medical consultant body in each 
hospital. Meetings were set up with the Trust Medical Advisory Committees (TMAC) 
across the three hospital sites and only consultant grade doctors were included. 
However, there were differences between the TMACs in each hospital. At St Mary‟s 
Hospital NHS Trust, the TMAC was described as central to the process of decision-
making and had a history of good relations with the senior managers of the trust. 
Relations at Charing Cross were more variable, and they were described as almost 
non-existent at Hammersmith Hospital where the TMAC was poorly attended and 
membership was inactive. Again strategic ambiguity was used to gain the support of 
these groups leaving them enough room to interpret the vision in ways that had 
meaning for them. Many consultants spoke of their frustration with what they 
described as the „virtual‟ nature of the AHSC. They described how it was difficult to 
reject a vision of excellence but struggled to see how it would be operationalised. 
They said that the only other alternative they were presented with was organisational 
stagnation and possible extinction and pointed out that little time was given over to 
open discussion during these presentations. Little scope for resistance or challenge 
was afforded participants, who described their reluctance to voice concerns for fear of 
being seen as critical of such a positive vision.   
Other professional and staff groups were included in the public consultation 
on the creation of the AHSC that was held in May-July 2007. Again, the leadership 
described a process of strategic ambiguity to emphasise organisational continuity 
during the consultation with the stated aim of avoiding resistance.  
This strategy of enrolment of key external and internal groups by the 
leadership of the AHSC steering committee/SRO sedimented his position as a key 
decision-maker and driver of the AHSC vision. By the end of the consultation period, 
both hospital chief executives had resigned their positions. At St Mary‟s Hospital 
NHS Trust, the resignation of their chief executive was greeted with dismay as the 
staff at the hospital felt they had a close and personal relationship with the chief 
executive. The success of the organisation was said to be a result of his leadership. At 
Hammersmith Hospitals NHS Trust, where the leadership style was described as more 
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faceless and members stated that the chief executive was less inclined to walk the 
floor, the resignation did not cause the same reaction among the workforce as the 
resignation at St Mary‟s Hospital NHS Trust. Both resignations were greeted with 
some triumphalism at Imperial College. In the words of the SRO; “we won”. 
In summary, the social relations that existed prior to the merger were governed 
by institutional membership (NHS versus university), legacy organisational 
membership and professional group membership. Imperial College quickly 
established its dominance mobilising the resources available to it externally through a 
well established network of social relations and then leveraging this internally to place 
its members in resource allocation roles within the new AHSC. This was done using 
the discursive processes of strategic ambiguity and domination. 
 
6.2.2. Standing conditions: Control over resources  
Imperial College did not have any control over financial or human resources 
within the hospital trusts prior to the merger; these were all within the control of the 
hospital trusts and their purchasing partners, the local health commissioners. However 
Imperial College, through the Rector, the principal of the FoM [B] and a member of 
the faculty also positioned within the Department of Health, persuaded key 
government ministers, the chief executive of the Strategic Health Authority as well as 
local politicians of the power of the AHSC concept. With these critical decision-
makers and resource controllers in support, there was little the leadership of the 
hospital trusts could do to resist the university‟s ambitions in realising the vision. The 
university ensured that it controlled the internal committees and groups which had the 
greatest influence on the decisions made in relation to the creation of the AHSC. The 
principal of the FoM became the SRO and subsequently the chief executive of the 
AHSC and the clinical reference group was dominated by medical academics. The 
hospital trusts ceded control for the creation of the AHSC to the AHSC Steering 
group. The university convened a parallel group to discuss the AHSC within the FoM, 
but the hospital trusts did not. By the summer of 2007, both chief executives of the 
hospital trusts had resigned leaving representation of general management from the 
hospitals on the Steering Committee further weakened. 
This dominance continued through the post-merger integration period as the 
clinical programme group structure that had been proposed by the clinical reference 
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group was implemented through a process of restructuring. The university sought to 
gain control particularly of NHS research resources which had previously been denied 
to them through separate financial structures. Accounting for NHS and university bio-
medical research funding would have to remain separate but the FoM now had direct 
control of NHS funding through the chief executive/principal. Similarly the 
appointment of hospital consultants was now in the control of the chief 
executive/principal, thus a key human resource that supported the strategic direction 
of the AHSC.  
The restructuring of the AHSC post-merger resulted in the removal of key 
resources from corporate directorates. For example, many of the human resources 
directorate‟s responsibilities were outsourced and the communications directorate was 
asked by the leadership to work with external PR consultants. The corporate directors 
were no longer invited to the trust directors meeting although they did sit on the 
executive. Thus strategic financial and human resources were centralised under this 
small team of senior executives under the direct control of the chief 
executive/principal. Again strategic ambiguity and domination were the principle 
discursive processes observed in the transformation of standing conditions. 
 
6.2.3. Outcomes 
The intention of the exercise of episodic power pre-merger by the FoM 
leadership was the merger of the two hospital trusts and the creation of the AHSC 
through integration with the university renamed Imperial College Healthcare NHS 
Trust. The FoM leadership achieved this by presenting the hospital trusts with a 
problem that was unsolvable without first a merger and second the creation of the 
AHSC. The discourse of organisational sustainability and survival was articulated to 
key decision-makers and there was little resistance to this dominant discourse. For the 
NHS trust leadership, the desired outcome in creating the AHSC was the guarantee of 
the long term survival and this seemed to be assured in the post-merger period. The 
FoM leadership had successfully employed strategic ambiguity and a dominant 
identity discourse to enrol the support of key decision-makers and resource controllers 
in the lead up to the merger, leaving the NHS trust leadership without a distinctive 
voice or alternative solution to this problem. The FoM leadership also enrolled the 
support of a group that they saw as potentially powerful sources of resistance to the 
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creation of the AHSC, the medical consultants. The chief executive/SRO then built a 
senior team of directors within the AHSC made up of senior FoM members, external 
appointments or transition appointees from the NHS trust. All of the transition 
appointees were repeatedly told that they were not permanent and the organisation 
was seeking to recruit substantive appointees that would reflect the international 
excellence that the AHSC was seeking to bench mark itself against: 
We will then start recruiting for those posts externally it may be that some of those 
transition guys will get it I doubt it very much looking at the calibre of them „cos 
we will be hoping to recruit a very different animal.  
JG_A_0707_E 
The only senior manager from the legacy hospitals that survived this process 
was the director of finance. The governance rules of the NHS stipulated that every 
NHS Trust must have an accountant in the position of director of finance, so the chief 
executive‟s vision of replacing this position with that of a chief financial officer from 
a non-accounting background was unrealised. Transforming these institutional rules 
was clearly outside the control of the AHSC‟s dominant group, and so they began a 
process of colonising the financial accountability discourse of the NHS. The 
transformation and reproduction of the social rules of the AHSC are discussed in 
more detail in the following section.   
 
6.3. Social integration within the AHSC 
Through the exercise of episodic power by a group of FoM senior managers, 
they became the dominant leadership group at the AHSC. As this dominant group 
sought to carve out a distinctive identity for the AHSC through discursive and other 
social practices, some of the social rules governing meaning and membership within 
the AHSC were transformed from those of “bog-standard” NHS trusts to those of a 
“world-class” AHSC. However, the AHSC remained embedded within the wider NHS 
institutional context or meta-organisation which had its own social rules of practice. 
The dominant group stated they viewed these, in many cases, as constraints to the 
realisation of their vision. Other groups described them as enablers to the realisation 
of a wider NHS vision of universal healthcare provision. These NHS rules acted to 
limit the options available to the AHSC leadership in realising the desired future 
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identity but also provided other organisational members with a sense of continuity 
between the past and the future.  So the AHSC leadership sought to colonise the NHS 
discourse through which social rules were fixed and other groups sought to translate 
the dominant identity discourse using NHS social rules as the frame through which 
they could recontextualise it. 
The NHS and the university were described by organisational members as 
having quite different social rules of practice. The NHS was described as being 
governed by public accountability rules of service provision and the university by the 
commercial and business rules of competition. Some saw these as potentially 
complementary, others as contradictory but all recognised the differences between the 
two and the impact this would have on the new organisation that would emerge: 
I‟d always seen this as a merger between the university and a hospital where the 
strategic direction is provided by the university and the administration is more 
provided by the hospital so it is a merger but it not quite an equal merger in that 
regard and I think the reason for that is that the risk to the university of having to 
take on the administration of the NHS is immense and the risk to the NHS of 
having an opportunist strategy that universities tend to pursue is also immense in 
terms of service provision so you need something to offset the other.  
JW_MA_0708_E 
The AHSC would be governed by the rules of the NHS as this was the sector 
or context in which it was to be embedded and would be the source of most of its 
financing. The rules governing the higher education sector would apply to parts of 
what the AHSC did, but not its primary functions. The public accountability rules of 
the NHS were described by the university leaders as those that led to “inertia”, 
“apathy” and lack of strategic planning: 
Governance in the NHS is weak you look at the non-executive I mean look at 
boards of trusts in the NHS well highly centrally regulated how trusts work as you 
know is highly centrally regulated and that becomes almost you know inward 
looking involution for these organisations just counting everything to get the next 
target and whatever no objectivity no perspective and there‟s huge constraints on 
how the organisations work including the board. 
JG_A_0707_E 
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It was these rules that the leadership group from the university sought to 
change by articulating a vision that they described as moving the NHS towards a 
future where healthcare in the United Kingdom could once more take its place at the 
top of the world‟s league tables. They framed this in the context of the university‟s 
more opportunistic and business-orientated approach which left leaders freer to 
explore a range of strategies to achieve their organisation‟s goals. The rules governing 
the NHS were seen by Imperial College‟s leaders as there to be challenged and 
transformed by this new organisation, the identity of which would be substantially 
different from other NHS organisations: 
When I was speaking to B [chief executive] we can do everything we want it is not 
clear that we can do everything that we want but B‟s mindset and of the people 
I‟ve met and the people I‟ve met within the organisation is very much one of 
whatever rules or regulations or guides there are where we can go a stage further 
we are going to do it and we are not going to be afraid to try it and that‟s very 
exciting and was of the reason I joined. 
TG_GM_0109_Ex 
In the words of the chief executive himself; 
We don‟t ask anybody and don‟t ask permission just go out and do it. 
B_MA_1008_E 
This process of transformation was effective in some cases and less so in others. 
Transformation of rules 
According to the dominant identity discourse, the vision for the AHSC would 
be delivered by clinical leadership of the organisation which challenged the general 
management discourse of the NHS. Clinical leadership was intended to be an 
inclusive term but members of the hospital and FoM were of the view that only 
doctors would be able to deliver clinical leadership. One general manager saw 
significant advantages in this: 
My management style with doctors who are so big and powerful because I am not 
a doc is much more by persuasion and using leaders and all that stuff but he [B, 
Chief Executive, Principal of the Faculty of Medicine and doctor] can just cut 
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through people who don‟t want to play ball with him and so that is just 
sensational to have him there when I am in a meeting. 
CP_GM_0908_Ex 
Clinical leadership was described by the leadership group and others as 
enabling lead doctors to take responsibility for making resource decisions, ensuring 
these decisions were more clinically legitimate and credible to their peers. Some 
clinical leaders in the organisation welcomed the change in role for general managers 
to that of a supporting rather than decision-making one, but resisted aspects of this 
discourse by pointing out that clinical managers were no freer from the constraints of 
NHS accountability than general managers. They pointed to the rigid NHS 
performance management structures which demanded compliance to strictly 
administered and monitored targets.  
General managers were described by themselves and others as having the most 
to lose in this new organisation. In other NHS trusts, they controlled financial and 
many other resources, including human resources, although not doctors. This had 
given them considerable episodic power within legacy hospitals but their lack of 
control over doctors meant that they relied heavily on cultivating good relationships 
with this key resource. In the AHSC, control of all resources fell to the newly 
appointed clinical programme group directors, all doctors. General managers resisted 
the dominant discourse of exclusive clinical leadership by describing what they 
viewed as a lack of understanding of the complexities of managing in the NHS and a 
lack of respect for what they as general managers did: 
At the time that it was all being sold there was a well I had the feeling that at the 
time in the organisation there was a lack of appreciation a lack of respect for 
what a pure manager does on a day to day basis and the need for those 
individuals and it was all very much I felt that there was quite a lot of general 
manager bashing that happened. 
LM_GM_0708_C 
This resistance had little effect within the organisation and human resource 
professionals at the AHSC pointed to anecdotal evidence that middle managers across 
the trust were leaving in significant numbers during the restructuring of the AHSC, as 
the uncertainty about their place in the organisation proved too much. The role of 
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general managers had never really been „fixed‟ securely in the NHS in the sense that 
the rules governing meaning and membership still privileged doctors. Their control 
over resources had only ever been partial as the key resource for delivering 
healthcare, medical knowledge, remained with doctors over whom general managers 
had little control. So for the leadership of the AHSC, transforming the rules fixing 
who could control resources was fairly easy to accomplish particularly in a context 
where clinical leadership was becoming a national policy discourse across the NHS. 
During the pre-merger consultation and post-merger, the dominant group had 
challenged the rules fixing the meaning of leadership and membership of the 
leadership group at the AHSC. They dismantled the rule of general management 
which had been introduced in the 1980‟s as part of the programme of NHS reform and 
replaced it with clinical leadership. In the words of the chief executive: 
Only clinicians can deliver real change… As a manager, telling a consultant to do 
a ward round every 12 hours is next to impossible. As a fellow professional, it‟s 
much easier. 
Chief Executive quoted in health service journal article in May 2009. 
 
Not all doctors viewed the introduction of clinical leadership as enhancing 
their control of resources within the organisation. Some resistance to the discourse of 
„clinical leadership‟ was evident from within the medical profession itself. Many were 
of the view that medical academics, not clinical medics were in the leading positions 
in the new AHSC. They also described how the new structure integrating research, 
education and service delivery gave the FoM control over NHS resources by placing 
the heads of division from the FoM on the clinical programme group boards. NHS 
clinicians were not given a corresponding place in the divisional management 
structures of the faculty. 
The failure of a bid the AHSC made in late 2008 to be one of three major 
trauma centres in the  metropolitan area challenged briefly the dominant discourse of 
clinical leadership. The process of devising the bid had been delegated to clinical 
programme groups and became the site of resistance by some frontline clinicians and 
medical academics who failed to see an “AHSC virtue” in the trauma bid. The failure 
of this bid was greeted with surprise and anger by the leadership group of the AHSC 
who had been unaware of any tensions and conflicts at CPG level. This group took 
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control of the subsequent resubmitted bid, reasserting its dominance through the 
standing conditions of resource control that were available to it. The rules governing 
membership of the group of clinical leaders were reinforced albeit with a smaller 
more centralised membership at the top of the organisation rather than devolved to the 
CPG level. The dominant group saw the failure of the CPG directors and their clinical 
leads to deliver a successful trauma bid as proof of their original assertion that people 
they described as “bog-standard” NHS clinicians could not be trusted as clinical 
leaders in the same way as medical academics. NHS clinicians‟ marginalisation and 
medical academics domination was reinforced.  
Reproduction of rules 
The rules of public accountability governing the NHS were deeply 
institutionalised and not easily transformed. An example of this was provided by the 
financial management of the AHSC. The chief executive of the AHSC wanted it to be 
managed in an very different way from what he saw as the traditional way in which 
hospital trusts were run. One of the ways in which he proposed doing this was by 
recruiting a chief financial officer (CFO) who held a Masters in Business 
Administration with significant private sector experience.  This individual would 
bring a more strategic vision to the financial role. However NHS rules state that every 
NHS trust must have a certified accountant as its director of finance, forcing the 
leadership of the AHSC to retain the director of finance of Hammersmith Hospitals 
NHS Trust in an „acting‟ capacity. Using the dominant AHSC identity discourse as a 
reference point, the acting director of finance described himself as representing the 
reality check that is the NHS‟s system of regulation. The leadership of the AHSC 
agreed with this description although they described it as a constraint to their creative 
and innovative thinking. However during the first months of his appointment, the new 
CFO‟s lack of knowledge and experience of the NHS made it imperative for him to 
work closely with the acting director of finance. Over the first 12 months of the 
AHSC, the acting director of finance was observed to move from being on the 
physical periphery of the leadership group at director meetings, to being adjacent to 
the chief executive. He was continuously referred to during discussions and financial 
reporting. The leadership group actively resisted his challenges in meetings during the 
first months of the AHSC but over time began to integrate his challenges into a 
discourse of „financial robustness‟ related to the NHS discourse of cost improvement.  
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The NHS public accountability rules had always been applied to trust 
financing and were increasingly being applied to patient experience of care quality. 
This care quality was assessed annually in all trusts by the Care Quality Commission, 
an independent regulator. The Picker Survey is conducted in all trusts in the NHS 
annually to assess the views of patients on the quality of care they have received. This 
has been termed the patient experience
32
 in the NHS. The hospitals that formed the 
AHSC had a history of average performance in this area, well below the excellence 
demanded of the AHSC. The AHSC received some initial feedback on the 2008 
survey results in February 2009 and indicating that the AHSC was achieving “good” 
performance targets
33
. There was some discussion in a trust executive meeting around 
how the expectation of the chief executive may need to be managed before he was 
told this news. When the AHSC designation application was being drawn up in 
February and March 2009, this failure to achieve excellence prompted some debate 
around how excellence in the future could be ensured and how the lack of excellence 
now could be presented in the designation application.  
The Director of Nursing (DoN) was responsible for patient experience as part 
of her job description. As a newly appointed member of the leadership group, the 
DoN was keen to develop initiatives to enhance the Trust‟s performance in this area. 
The patient experience and patient care was seen by those in the nursing profession 
across the hospitals as a key feature of their professional identity and they described 
themselves as able through the leadership of the Director of Nursing to dominate the 
discourse of excellence in patient experience: 
We‟re the glue in the system the doctors come and go they come and do a ward 
round and off they go historically we are the glue in the system we are there with 
the patients all of the time twenty four hours a day seven days a week of course we 
can improve it [the patient experience]. 
JS_N_0109_Ex 
                                               
32 The measures used to assess patient experience were; access & waiting; safe, high quality, 
coordinated care; better information, more choice; building closer relationships; and clean, friendly, 
comfortable place to be. 
33 The report is available of the Care Quality Commission website; 
http://2009ratings.cqc.org.uk/findcareservices/informationabouthealthcareservices/overallperformance/
searchfororganisation.cfm?cit_id=RYJ&widCall1=customWidgets.content_view_1  
169 
 
In contrast, doctors described patient outcomes rather than patient care as pre-
eminent, with measures such as the hospital standardised mortality ratio measure 
(HSMR) being used as indicators of performance. This was the discourse most in 
evidence at the AHSC indicating the medical dominance of the performance 
discourse. The pressure from external regulating bodies to focus on the patient 
experience was seen by groups such as nurses as the opportunity they were waiting 
for to “have a voice” in the AHSC. Its embeddedness in the policy context of the NHS 
and the performance targets which the AHSC had to meet to be declared “excellent” 
meant that the AHSC could not ignore it. The patient experience only became an 
audible discourse for the leadership when it affected the AHSC‟s overall performance 
as measured by the regulator. Its embeddedness in the professional identities of 
nursing professionals with the AHSC was not apparent or relevant to the leadership 
group until a Director of Nursing was in place to articulate it in terms that this group 
understood, reframing it within the „high performing culture‟ discourse of the AHSC. 
The leadership group exercised power within the rules governing membership of the 
NHS but reframed the patient experience discourse in AHSC terms by problematising 
it as the solution to a failure to achieve “excellence”. The problem could be resolved 
by embedding a high performance culture and recruiting members who shared this 
high performance aspiration. They enrolled the support of senior nursing staff in this 
to ensure that their expectations were met, colonising the nursing discourse of patient 
care. Resisting this, groups such as front line nurses, doctors and general managers 
perceived the lack of excellence in the patient experience to be attributable to lack of 
resources at the front line, uncertainty provoked by the merger and integration of the 
hospitals leading to a demoralised workforce, and disruption to the managerial lines 
of reporting during the restructuring. The Director of Nursing remarked in January 
2009 that despite much talk about improving the patient experience at the top of the 
organisation there was “little evidence of change in behaviour” at the front line. 
 
6.3.1. Obligatory passage points and social integration 
Obligatory passage points are established when one group problematises the 
organisation in a way that serves to privilege their interests and render them central to 
the problem and its solution (Clegg, 1989a). The obligatory passage point for the 
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hospital trusts pre-merger, embedded as they were in the NHS, was meeting patient 
needs within a framework of public accountability and performance to targets. This 
was reinterpreted by the dominant group within the AHSC and this reinterpretation 
expressed in the vision for the AHSC. In order to transform the obligatory passage 
points of the hospitals which had focused on meeting performance targets, this group 
pre-merger presented the „problem‟ of hospital trusts that were not equipped to offer 
their patients world-class care and treatment by being at the cutting edge of 
innovation. These hospitals would be unable to compete regionally, nationally and 
internationally for increasingly scarce resources and provide the kind of high quality 
service that patients had begun to expect. This could only be achieved by merging two 
hospitals and partnering with a university that was already world-class and had an 
established reputation in bio-medical research and education.  Thus, the AHSC could 
exceed performance targets in research, education and patient outcomes. The 
dominant group exercised episodic power in ways that transformed the rules of 
meaning and membership, thus further refixing the new obligatory passage point of 
world-class excellence in research, education and service provision. Other rules were 
reproduced, either because attempts to transform them were resisted at regulatory 
level above the organisation (financial accountability) or because they were 
reinterpreted or colonised by the dominant leadership group (patient experience). The 
leadership group sought to enact techniques of discipline and production that would 
further reinforce the transformation of obligatory passage points. 
 
6.4. System integration 
There were a number of innovations in mechanisms of discipline and control 
that were enacted within the AHSC which empowered the dominant leadership group 
of medical academics from the FoM and disempowered other groups such as general 
managers, corporate managers, non-academic clinicians, nurses and other health 
professionals. 
 
6.4.1. Discipline and production in restructuring    
The primary mechanism of discipline and control was restructuring the 
organisation of the hospitals. The proposed restructuring was intended to reflect the 
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vision of the new organisation as integrating research, education and service delivery. 
The new clinical programme group structure was designed pre-merger by the clinical 
reference group, comprising heads of the divisions from the FoM and other leading 
medical academics, the chief executives of the legacy hospitals, medical directors, 
directors of nursing, heads of the professionals allied to medicine and clinical 
directors from the NHS trusts. One non-medical participant in the clinical reference 
group described it as: 
It was seven thirty in the morning every fortnight and felt very you know old boy 
network testosterone fuelled information giving I think „cos it seemed to me that 
lots of decisions were made beyond that room.  
JP_AHP_0508_C 
Even at this stage, the timing and membership of the clinical reference group 
established the dominance of medical academics in the identity discourse of the 
AHSC. The structure was then referred to the SRO and project team for the merger, 
who designed the governance structure for the organisation as a whole. This 
governance structure ensured that the university and hospitals were integrated at the 
most senior level of the organisation through the joint role of the chief 
executive/principal of the FoM and the appointment of heads of research to each 
clinical programme group board. This governance structure ensured that the 
university retained control of resources within the AHSC. This was further reinforced 
by the influence that they brought to bear on the appointment of non-executive 
directors. The university considered two out the three members of the non-executive 
director appointments panel to represent their interests. To manage the impression of 
imbalance in this relationship, Imperial College management board invited the 
managing director of the AHSC to sit on the management board of the university in 
an observational capacity in April 2008.  
This structure was aimed at empowering the university and key individuals 
such as the chief executive/principal and disempowering the general management 
leadership of the NHS trusts as they had existed pre-merger. The leadership of the 
faculty made it clear that they saw only a supporting role for general management 
from the outset; 
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I think it all comes down to that tension between management in the NHS and the 
clinicians I don‟t think the managers approach it in the right way they see 
themselves as this group of managers and here are this group of clinicians you 
know it‟s exemplified in the structures of boards isn‟t it you‟ve got one medical 
director and one nursing director then you‟ve got an estates guy an IT guy an HR 
guy a finance guy and whatever this is bonkers if I‟m running a company which is 
making widgets I‟ve got all the people who have all the skills you know sitting 
round the table telling me what‟s going wrong with that bit in the making of 
widgets it‟s bonkers so it has gone the wrong way.  
JG_A_0707_E 
 
Thus general managers were accountable to clinical managers at every level of 
the organisation in the new structure of the AHSC. The chief executive saw the skills 
of general managers as confined to very specific areas of management within 
healthcare as exemplified in an interview he gave to a health services journal on the 
subject of clinical leadership where he described managers in the health service as 
“actually very good project managers”. This comment was described by some general 
managers and clinical managers in the organisation as “belittling” the contribution of 
general managers.   
The structure was intended to empower clinicians although who was included 
under this umbrella term was interpreted differently by different groups.  Clinical 
leadership was widely interpreted in the AHSC to be synonymous with doctor 
leadership. Although the senior leaders had said pre-merger that „clinical‟ applied to 
any health professional, during the discussion that went on around the proposed 
structure of the AHSC, leaders other than doctors were not considered. Leadership at 
the top of the organisation and at CPG board level was described as academic rather 
than clinical despite the fact that many of the appointees had been clinical directors at 
the legacy hospitals. The leadership of Imperial College took some persuading to see 
that non-academic clinicians might be able to do the job as well as academics. Senior 
nurses from the legacy hospital trusts described what they saw as exclusivity and 
doctor domination. This was particularly salient at around the time the DoN post was 
vacant. Nurses at all levels described the profession as having “lost its voice” within 
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the organisation, an organisation that they described as increasingly dominated by 
doctors; 
I think one of the big fears is that there is not parity at the moment doctors have 
all the power if you look at the CPG directors we were all told they would be open 
to anyone clinical but every single one of them is a professor in medicine surgery 
something or other there are no non doctors at the top table apart from the 
director of nursing that would be my story so far.  
JC_N_0808_C 
 
Some frontline doctors described their fear that clinical leadership would limit 
their clinical autonomy. In one CPG, a lead clinician‟s attempts to review the job 
plans of consultants in an effort to ensure they were aligned with the research, 
education and service provision priorities for the CPG, were met with such huge 
resistance that the future of the CPG was threatened by schism. The chief executive‟s 
response to such resistance was to point out that those who were not signed-up the 
vision for the AHSC could find somewhere else to work. In his view, realisation of 
the organisational vision took precedence over any and all professional identity 
claims. This reinforced the desired future identity as the obligatory passage point for 
the organisation: 
All new job plans for consultants within the AHSC included research and 
education responsibilities to ensure that future consultant appointments aligned these 
with service delivery. There were some tensions inherent in this, as CPG directors 
sought to appoint consultants based on clinical need and priorities, only for heads of 
research within their CPG to point out that this was not a research priority. 
Negotiation and compromise was the result in these cases, although convincing senior 
executives who had ultimate sign-off of clinical priorities was not always successful 
especially where there was no perceived research case. 
In summary, Figure 10 below summarises how restructuring the hospital into 
clinical programme groups was enacted within relations of power to institutionalise 
the concept of clinical leadership, recursively shaping these relations and being 
shaped by them. 
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Figure 10: Power relations in implementing clinical leadership 
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6.4.2. Discipline and production in the patient experience 
programme 
Restructuring the organisation was one way in which the dominant group 
sought to establish and maintain its position of dominance, but this did not produce 
the quick wins the dominant group sought in specific areas. The application process 
for formal designation as an AHSC by the Department of Health placed this in sharp 
relief. Targeted change initiatives were introduced within the AHSC in which the 
dominant group introduced mechanisms of discipline and production aimed at 
improving the patient experience which resulted in the empowerment of certain 
groups and dis-empowerment of others. 
The failure to transform the patient experience by restructuring the 
organisation and implementing clinical leadership led to a range of targeted patient 
experience initiatives. One of the first initiatives the DoN put in place was „Back to 
the Floor Friday‟. The purpose of this was for all senior nurses who had limited 
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clinical contact to work on the wards for half a day every week, in order to be more 
visible to frontline nurses and patients, learn first-hand about the issues facing nurses 
at the frontline, and get a personal understanding of the patient experience.  
The DoN and had the support of the trust directors and trust executive group in 
this initiative. The chair of the trust board lent his support by chairing the committee 
which supervised the programme. The intended outcome of the programme would 
ultimately be the achievement of “excellence” in the AHSC‟s performance on patient 
experience. For frontline staff, particularly nurses, it meant that patient care was 
placed first and foremost in the vision of the organisation again and they described 
their professional roles as central to its implementation. For many doctors this 
reinforced the traditional NHS view that patient care and the patient experience was a 
nursing matter and not something they as doctors needed to concern themselves with. 
This initiative was delegated to the CPG boards for implementation. Each CPG board 
approached accountability for the patient experience programme differently with 
some delegating it entirely to the head of nursing, placing the patient experience 
squarely within the remit of the nursing staff group. Others considered it a multi-
disciplinary responsibility coordinated by the head of nursing. Despite delegation to 
CPG Board level, they were given relatively little discretion by the leadership group 
in how the patient experience initiative was implemented within their individual 
CPG‟s. The concern among senior managers was that too much autonomy in 
initiatives such as this would leave patients experiencing fragmentation rather than 
streamlined unitary pathways.   
The main targets of the initiative were the frontline staff members who were 
delivering care on a day to day basis. This included nurses, healthcare assistants, 
doctors, allied health professionals (AHP‟s), ward clerks and receptionists. The heads 
of nursing had line management responsibility for nurses and healthcare assistants but 
relied on their lead clinician colleagues to implement the initiative with doctors and 
AHP‟s and their general management colleagues to implement it with non-clinical 
staff.  
At the front line, nurses already pointed out that they were doing all they could 
to ensure a positive patient experience in a context of constrained human and material 
resources, and what they described as high levels of uncertainty stemming from the 
proposals for service reconfiguration across the hospital sites that were being 
176 
 
discussed at that time. Lead nurses who were included in the Back to the Floor 
Fridays initiative pointed out that some of them already spent significant time on the 
floor covering for absent staff and resented having to do so again at a set time of the 
week. The patient experience programme did little to transform the rules of practice in 
the AHSC related to patient care, centralising power in the hands of nurses with 
doctors taking little responsibility for delivering this objective. 
In summary, Figure 11 below summarises the patient experience programme 
as an example of the how power relations shaped and were shaped by a key initiative 
of the AHSC.  
 
Figure 11: Power relations in implementing the patient experience programme 
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6.4.3. Obligatory passage points and system integration 
The dominant group sought to enact techniques of discipline and production 
that would further reinforce the obligatory passage points of world-class excellence in 
research, education and service provision. The way in which the organisation was 
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restructured further reinforced and fixed the obligatory passage point of excellence in 
patient outcomes as it had been articulated in the vision. However, the external driver 
of pressure from the Department of Health in the form of the AHSC designation 
process as well as Care Quality Commission assessments meant that initiatives around 
the patient experience under the remit of the Director of Nursing became a priority. 
The desired future identity was reviewed and restated to reflect the centrality of the 
patient and his or her experience. Thus, the term „patient care‟ started to be used more 
inclusively, encompassing both patient outcomes and patient experience.  
 
6.5. Episodic power: Being the AHSC 
The creation of the AHSC transformed the merging hospitals and FoM into a 
single organisation. This process of transformation was enacted and embodied 
discursively and non-discursively through the simultaneous reproduction and 
transformation of social rules of practice.  This had an affect on social relations within 
the AHSC as well as other material artefacts. Through these „new‟ social relations, 
agents sought to accomplish outcomes that realised or resisted the desired future 
identity by controlling standing conditions. This in turn continued to transform and 
reproduce the social rules of practice and obligatory passage points of the AHSC. 
 
6.5.1. Social relations at the time of AHSC designation 
At the time that the organisation applied formally for AHSC designation in 
March 2009, the social relations within the organisation had shifted from their pre-
merger state. Rather than overlapping, the NHS and university organisations had a 
more complex relationship.  
Post-merger, many more members of the AHSC were jointly appointed by the 
university and hospital trust although the two organisations remained legally separate 
entities. The joint structure was embodied in the chief executive/principal post. The 
presence of the heads of division from the FoM on CPG boards and the increasing 
emphasis placed on research and education in new consultant appointments was 
aimed at bringing all clinicians under Imperial College control in time. The managing 
director, CFO and COO (chief of operations) of the trust, whilst responsible for the 
day to day operations of the trust also contributed to the strategic direction of the 
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AHSC through the directors‟ weekly meetings and the managing director sat on the 
management board of the university as an observer.  
This jointly appointed leadership group, which was dominated by members 
from university, carved out its place as the dominant group in the AHSC. They 
exercised episodic power through their control of resources to achieve outcomes such 
as restructuring and reconfiguring the organisation. The exercise of this episodic 
power transformed some of the rules fixing relations of membership, excluding the 
general managers from control of resources and decision-making and establishing the 
place of the clinical leader. Some pre-merger rules proved more resilient as external 
drivers in the form of Department of Health policy priorities forced the dominant 
group to acknowledge the voice of nurses which until that point had been neglected 
and excluded. This group remained at the frontline of care delivery but not included in 
the central core of strategic decision-making realising the vision of a world-class 
AHSC build on world class research, education and service delivery. The original 
dominant discourse of the leadership group changed as it was resisted and translated 
by other groups. It incorporated elements of „other‟ discourses within it in a process 
of colonisation.  
 
6.6. Chapter Conclusion 
This chapter has presented an analysis of power relations over the first 2 years 
of the creation of the AHSC as the leadership group enunciated a desired future 
identity discourse at the AHSC based on problematising the pre-merger trusts and 
their provision of healthcare. Other groups interpreted and reinterpreted this identity 
discourse in the context of their own identity discourses as individuals, professionals, 
team-members and as members of the legacy trusts. The exercise of episodic power 
by a dominant group together with external drivers resulted in the transformation and 
reproduction of social rules at the level of social integration and innovation in 
mechanisms of discipline and production at the level of system integration. These 
social rules of practice reinforced the leadership group‟s position of dominance in the 
organisation, establishing the obligatory passage points and limiting the ability of 
other groups to resist the dominant identity discourse and disciplinary practices 
articulated by the leadership group or present their own. This dominant and seemingly 
unitary identity as an organisation integrating world class research, education and 
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service provision was the point through which all rules and mechanisms of discipline 
and production passed. It was controlled for the most part by the leadership group and 
contested at times and in part by other groups.  
This chapter places the inter-discursive processes presented in the previous 
chapter in the context of social practice at the AHSC in which power is directly 
implicated. The discursive processes themselves are enactments of episodic power. 
Taken together with the analysis of circuits of power at the AHSC, we can see how 
one group and one identity discourse comes to dominate through the enactment of 
episodic power at one level, the reproduction and transformation of the social rules of 
practice at another and the empowerment and disempowerment of various groups at 
yet another.  
 
7. Chapter 7: Discussion 
7.1. Chapter introduction  
The purpose of this study was to understand the relationship between 
organisational identity and power by exploring the following question: 
How are technologies and practices of power enacted discursively and non-
discursively in the struggle to resolve the conflict between multiple identity discourses 
and what does this tell us about the role of power in the construction of an 
organisation‟s identity? 
This study explores this relationship between identity construction and power 
relations in the context of a hospital merger and creation of a new organisational form, 
an Academic Health Science Centre, which integrates healthcare provider 
organisations with an academic institution.  
This chapter will synthesise the empirical findings of this study, present the 
distinctive and original research contributions that it makes in the context of the wider 
empirical study and theorisation of the construction of organisational identity, 
demonstrating how the research gap has been addressed and the research question 
answered. 
The implications these research contributions have for organisational practice 
are also summarised. Finally, methodological contributions, limitations and 
implications for future research are presented.   
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7.2. Synthesising the empirical findings: Constructing the AHSC and 
its identity 
The interpretation of the empirical materials gathered in this study offers an 
original perspective on the construction of an organisation‟s identity using power as 
the theoretical lens through which construction is analysed. The context chosen for the 
study lent itself well to the study of identity construction as a complex and contested 
process embedded in organisational power relations. Rich empirical material was 
derived in a context where there were multiple professional identities, more than one 
sectoral identity, an organisational merger and the creation of the first organisational 
type of its kind in the United Kingdom. 
The following paragraphs present a synthesis of the interpretations of the 
empirical material. This synthesis presents in narrative form the construction of 
multiple identities at the AHSC and the emerging dominance of one in the context of 
power relations. 
A desired future identity discourse was expressed through the identity 
discourse of a leadership group who were careful to maintain some strategic 
ambiguity in this discourse. The group did this strategically in order to create space in 
which they could shift the emphasis of the desired future identity for different 
audiences and in different temporal contexts. They also recognised that this left space 
for other groups to interpret the desired future identity in various ways, and viewed 
this as a key strategy for over-coming resistance in the pre-merger consultation phase.  
This desired future identity discourse was interpreted in multiple ways by the 
AHSC‟s members, sometimes exhibiting consensus with the leadership group, 
sometimes in conflict. This was evident in the presence of multiple organisational 
identity discourses shaped by the institutional identity of the NHS and university, 
legacy organisational identities and professional and other individual identities 
interacting inter-discursively with the desired future identity discourse of the 
leadership group. 
Members sought to unify multiple identity discourses by employing inter-
discursive strategies of domination or resistance. Where these strategies were 
unsuccessful, the leadership group integrated some other discourses, based on how 
critical they described the role of the group articulating the discourse in realising the 
AHSC vision. They did this by colonising these discourses. Conversely, other groups 
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translated the dominant leadership identity discourse when it could not be resisted, re-
contextualising the desired future identity discourse in ways that were meaningful to 
the group, for instance, in terms of their professional identity discourse.  
These inter-discursive practices were accompanied by other non-discursive 
social practices. The leadership group established organisational routines and 
practices that reinforced the desired future identity discourse of the AHSC. These 
included: appointing medical academics in senior positions, putting a new clinical 
programme structure in place, and repositioning corporate divisions into a supporting 
role rather than decision-making role, and making medical and other clinical 
appointments which reflected the research orientation of the AHSC. Other groups 
resisted these practices with varying effects. Resistance was most effective when 
timed to coincide with an urgent strategic demand. The leadership group was, in these 
instances, more likely to adapt the practice or re-present it with a shift in emphasis.  
The inter-discursive and non-discursive practices were enacted in the exercise 
of episodic power at the AHSC. They had the power effect of transforming some of 
the social rules of practice governing power relations in the organisation and 
reproducing others. Different power effects were observed at different points in the 
creation of the AHSC. Before the hospital merger and creation of the AHSC, the 
group that ultimately came to dominate had little episodic power, but by building 
consensus among key decision-makers and resource allocators they were able to 
transform the social rules of practice from that of a provider of care (hospital) to that 
of a research institution that provides world class care (AHSC). They created a new 
obligatory passage point for the organisation through the desired future identity 
discourse of medical academia and clinical leadership. Inside the hospitals, this group 
presented the merger and creation of the AHSC as the only possible solution to the 
fight for long-term organisational survival.  By building this consensus outside and 
then inside the organisation, they ensured that the desired future identity discourse 
was difficult to resist. The power relations within the hospitals were transformed into 
those of the AHSC. Later, during the post-merger phase, the dominant leadership 
group sought to reproduce and maintain these new power relations through the 
continued use of discursive and non-discursive practices that disciplined the members 
of the AHSC. These practices empowered groups that the leadership group viewed as 
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key to the enactment of the desired future identity discourse, such as medical 
academics, and disempowered those it did not, such as general managers.  
The transformation of power relations during the creation of the AHSC was 
interpreted by its members as constitutive of the AHSC‟s transformed identity. The 
leadership group had articulated the centrality of clinical leadership and aligning 
research, education and service provision to the desired future identity discourse and 
the organisational power relations that were transformed during the creation of the 
AHSC reflected this identity discourse. A small group of medical academics 
controlled resources in the AHSC, established intended outcomes of the use of these 
resources, determined the rules of membership within the AHSC and the social rules 
of practice which governed these. This group did so not just by dominating others, but 
by using strategic ambiguity and colonisation to enrol the support of other groups. 
Other groups resisted the transformation of power relations but were only successful 
in this if they were able to translate the desired future identity of the AHSC in order to 
recontextualise their resistance. 
 
7.3. Research contribution 
The literature review of this study described organisational identity as 
dynamic and comprised of multiple identity discourses (Corley et al, 2000) as 
identities constructed at institutional, organisational, group and individual levels 
interact. Much of the extant research assumes however that consensus is easily 
reached through the expression of a single shared identity (Corley et al, 2006) usually 
by a managerial group.  
Based on intensive longitudinal fieldwork, this study questions that 
assumption. It identifies a gap in the research investigating the construction of 
organisational identity which leaves the process of struggle between multiple identity 
discourses under-explored. To address this gap, this study examines the role of power 
in the construction of organisational identity.  
This study has provided empirical evidence of change in organisational 
identity over time as well as insight into the processes underlying this change. The 
study has three main contributions to our understanding of the construction of 
organisational identity.  
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In the first contribution, the study corroborates extant research which proposes 
that organisational identity is constructed through discursive and non-discursive social 
practices. It extends our understanding of how multiple organisational identities are 
constructed by discursive and non-discursive processes such as strategic ambiguity 
and demonstrates how these identity discourses interact in inter-discursive re-
contextualisation strategies such as colonisation and translation. These provide the 
creative space for constructing organisational identity (Brown, 2006).  
The second contribution extends and elaborates on previous theories of 
organisational identity dynamics by explicitly placing these identity dynamics in the 
context of power relations in the organisation (Clegg, 1989). Organisational identity is 
theorised as a power effect of discursive and non-discursive practices and the 
obligatory passage point through which power relations within the organisation are 
transformed and reproduced. Multiple identity discourses interact in the context of 
power relations with one emerging as dominant giving the impression of single 
unitary identity discourse. A group uses identity discourse as the solution to its 
problematisation of the organisation, enrolling and mobilising other groups. This 
discursive practice shapes the obligatory passage point of the organisation. 
A third contribution extends our understanding of how these multiple identity 
discourses are specifically shaped in complex organisational contexts by the 
interaction of professional identity discourses with the past and desired future 
organisational identity discourses. 
 
7.3.1. First research contribution: Inter-discursive construction of 
organisational identity 
The findings of this study corroborate previous research that organisational 
identity is constructed socially through practices which are both discursive and non-
discursive (Kilduff et al, 1997; Humphreys and Brown, 2002; Sveningsson and 
Alvesson, 2003; Corley and Gioia, 2004; Ka rreman and Alvesson, 2009). It concurs 
with studies which have identified multiple identity discourses in organisations 
(Golden-Biddle and Rao, 1997; Glynn, 2000; Pratt and Foreman, 2000; Foreman and 
Whetten, 2002). Texts that make up multiple identity discourses can be produced 
within the organisation and from these, multiple interpretations consumed (Corley, 
2004). Instead of pointing to the dissonance between identity discourses at different 
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levels of the organisation as the source of these multiple identities, it proposes instead 
that it is the inevitable interaction of these discourses that generates multiple identity 
discourses (Brown, 2006). It identifies empirically five discursive and inter-discursive 
strategies used by organisational members in constructing the organisation‟s identity: 
strategic ambiguity, domination, resistance, colonisation, and translation. These 
strategies are practiced by organisational members in their attempts to sustain or 
resolve ambiguity and conflict within and between multiple identity discourses.  
Strategic ambiguity 
Ambiguity in organisational discourse has been described as ambiguity-by-
design (Gioia and Chittipeddi, 1991) or strategic ambiguity (Eisenberg, 1984). It has 
been described as: (1) promoting unified diversity, (2) facilitating organizational 
change, and (3) amplifying existing source attributions and preserving privileged 
positions (Eisenberg; 1984). It is therefore rooted explicitly in the power relations of 
the organisation where a dominant privileged group recognises that other discourses 
may deviate from theirs and seeks to include them into the dominant discourse by 
leaving discursive space. 
Ambiguity is an observed managerial practice (Corley and Gioia, 2004) and at 
the AHSC the leadership group used this to discipline the sense-making of 
organisational members during organisational identity change. The leadership group 
explicitly promoted a more flexible identification with a „core vision‟ rather than 
clearly defined organisational identity among organisational members allowing for 
organisational transformation. Fiol (2002) suggests that such a core ideology would 
be seen as more strategically continuous and adaptively unstable (Gioia et al, 2000) 
within an organisation.   
Strategic ambiguity helped establish and maintain the dominance of one group 
over others by “providing the political grounds for different parties to try and gain 
control of members perceptions” (Corley and Gioia, 2004:195). The small group of 
medical academics that came to dominate the AHSC used strategic ambiguity within 
the desired future identity as a form of discursive domination to preserve their control 
over resources and their influence over the rules governing meaning and membership 
within the organisation. Only they understood what the desired future identity meant. 
Eisenberg (1984; reproduced in Eisenberg 2006:12) talked about strategic ambiguity 
as an inclusive mechanism used by a group which;  
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Acts as a kind of incantation, an implicit expression of loyalty to the group or 
organization… camaraderie may form among those for whom the messages are 
not ambiguous, who believe that their privileged interpretations qualify them as 
part of an in-group. 
 
At the AHSC there was coherence among the dominant group about what the 
vision and desired future organisational identity discourse meant to them, whilst 
recognising that it may be ambiguous to other non-executive groups. For this group, 
strategic ambiguity was facilitative, enabling and empowering (Davenport and Leitch, 
2005; Jarzabkowski et al; 2010) establishing and preserving their position of 
dominance within the new created AHSC.  
 
Domination 
Identity regulation, managerial identity work and sense-giving have been 
presented as managerial strategies to control the construction of an organisation‟s 
identity (Golden-Biddle and Rao, 1997; Alvesson and Willmott, 2002; Fiol, 2002; 
Corley and Gioia, 2004; Alvesson and Robertson, 2006; Alvesson and Empson, 
2008). This study extends this by identifying a process by which a small group of 
actors who were peripheral to the organisations that were involved in the initial 
merger used the desired future identity to place themselves in a position where they 
controlled the standing conditions of the AHSC, became the leaders and mangers of 
the AHSC and maintained their dominance through further discursive and non-
discursive enactment of the desired future identity. Previous studies have used 
contexts where the management of an organisation is in situ and relatively stable, they 
control standing conditions and the rules governing meaning and membership are well 
established (Gioia and Thomas, 1996; Scott and Lane, 2000; Corley, 2004). Some 
empirical work has explored where this is not the case (Humphreys and Brown, 
2002). At the AHSC, as in Humphreys and Brown‟s (2002) case, the leadership group 
used discourse to establish a problem and present a solution in the form of a desired 
future identity discourse. It used this discourse to establish the dominance of the 
leadership group. The solution to the problem of organisational financial challenge 
and potential demise was that only an experienced group of senior medical academics 
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who had managed a medical school through times of transformation could lead the 
Academic Health Sciences Centre. This group discursively continued to dominate by 
making the case for change and controlling access to the production and distribution 
of texts related to the desired future identity. Identity regulation and sense-giving here 
was a process of domination (Mumby, 1987; Clegg, 1989; Humphreys and Brown, 
2002), where one group mobilised other groups to consent to the new order. The 
group could not however control the consumption of texts. 
 
Resistance 
Not all groups consent to the identity discourse they describe as imposed by a 
leadership group whose dominance they may also question (Humphreys and Brown, 
2002). Such groups and individuals at the AHSC resisted the desired future identity 
discursively and non-discursively by contradicting the discourse itself (it was 
unrealistic or unachievable) or maintaining legacy identity discourses that 
contradicted in part the desired future identity. This substantiates and extends 
previous empirical work which identifies the ways in which members of an 
organisation discursively resist identity discourses that dominate in organisations 
(Humphreys and Brown, 2002). In doing this, individuals leverage professional and 
legacy organisational identities in these acts of resistance (Kilduff et al, 1997; 
Alvesson and Willmott, 2002; Nag et al, 2007).  
Members of healthcare organisations such as doctors and nurses have been 
empirically observed to identify strongly within their professional groups (Leonard, 
2003; Halford and Leonard, 2003; Pratt et al, 2006), but not to the exclusion of 
identifying with the organisation that they work for (Pratt and Foreman, 2000). This 
assertion is supported by this study. Resistance was not without consequences and 
counter-resistance on the part of the dominant group (Ka rreman and Alvesson, 2009) 
was observed on many occasions, both discursively by denying the “evidence-base” 
of the resistance and non-discursively by excluding resistant groups from decision-
making and even from the desired future identity discourse itself. By removing a 
resisting group such as general managers as subjects from the AHSC identity 
discourse, the leadership group essentially silenced their discourse within the AHSC 
(Knights and Willmott, 1985; 1989).  
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Colonisation  
Unlike the managers studied by Humphreys and Brown (2002), the dominant 
group at the AHSC recognised the importance of integrating other identity discourses 
into the desired future identity discourse. Other organisational discourse studies have 
observed the process of recontextualising other discourses (Iedema and Wodak, 1999; 
Thomas, 2003; Oswick and Robertson, 2009). It has been presented primarily as a 
management strategy enabling dominant groups to limit discursive choice whilst 
seeming to be inclusive of it. Not all identity discourses are considered equal by the 
dominant group and only those „other‟ discourses considered to be “legitimate” or 
“urgent” are recontextualised and integrated into the desired future identity (Scott and 
Lane, 2000; Whetten, 2006).  Taking a more positive perspective, managers have also 
been observed to embrace different organisational practices to reflect inclusivity and 
diversity in the dominant identity discourse (Pratt and Rafaeli, 1997). At the AHSC, 
this was observed when colonising the nursing discourse of patient care and patient 
experience.  
 
Translation 
In this study, translation was the term used to differentiate the process of re-
contextualisation engaged in by non-dominant groups. This process differed from 
colonisation in that individuals and groups engaging in translation described the 
desired future identity as someone else‟s. Their discourse consciously or 
unconsciously took this desired future identity and redefined or recontextualised it in 
terms that fit with the rules governing meaning and membership which they described 
as defining the AHSC. Recontextualisation here has a more critical perspective, where 
organisational members use alternative identity discourses to reframe the dominant 
one. Thomas and Davis (2005) described how actors engaged actively with the 
discourse of New Public Management (NPM) in the United Kingdom exercising their 
subjectivities to position themselves within the discourse. They proposed that this 
interactive process in turn shapes the subjectivities of the actors, reproducing and 
transforming individual identities and the NPM discourse, a process also observed in 
the doctors and nurses at the AHSC.  
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In conclusion 
These discursive and inter-discursive practices result in the creativity that 
Brown (2006) points to when highlighting the interaction between different identity 
discourses. Supporting previous research, they explain how multiple identity 
discourses are reproduced or transformed, enunciated or silenced, leading to the 
dominance of a single apparently unitary organisational identity. 
Elaborating on our current understanding of organisational identity 
construction, re-contextualisation aimed at integrating „other‟ discourses, offers a 
window into a more nuanced and interactive process of discursively constructing 
organisational identity. This perspective moves us beyond a simple dichotomy of 
domination and resistance which predominate in the work on power and 
organisational identity to date, allowing for this creative space in organisational 
identity construction (Clegg et al, 2007). Both colonisation and translation are 
creative, generative processes which act to transform what members „know‟ of an 
organisation and its identity (Oswick and Robertson, 2009). 
By seeing organisational identity construction as a creative process of re-
contextualising, we allow for groups and individuals to position themselves 
discursively within an organisational identity discourse in a multiplicity of ways 
(Brown, 2006; Halford and Leonard, 2006). The discourses of certain groups are 
privileged over others because of the way that power relations are structured in an 
organisation. The position of this discourse further reinforces this privilege. Non-
dominant groups are not power-less. By resisting and translating the dominant identity 
discourse they destabilise the dominant discourse, opening up spaces for constructing 
alternative identity discourses (Thomas and Davis, 2005) and driving organisational 
change (Kornberger et al, 2006; Oswick and Roberson, 2009). The second research 
contribution of this study addresses this in more detail.  
 
7.3.2. Second research contribution: The relationship between 
power relations and organisational identity construction 
This contribution explains how the dominant group controlled the discursive 
processes of production, distribution and consumption of texts at each level of power 
relations in the organisations, episodic, social and systemic. By controlling „truth‟ and 
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„fact‟ in the organisation through problematisation and promotion of the desired future 
identity discourse as “based on evidence”, this „truth‟ or identity discourse had a 
recursive relationship with the obligatory passage point of the organisation, both 
shaping it and being shaped by it. 
 The discursive and inter-discursive processes discussed in the previous 
section are embedded in a wider context of social practice (Fairclough, 1992). This 
study contributes to our understanding of how social practices are enacted in ways 
that reproduce and transform organisational identity and power relations 
simultaneously and how the construction of organisational identity and power 
relations are mutually constitutive. Organisational identity is observed as a power 
effect as well as shaping power relations within the organisation. Organisational 
identity is a power effect in the sense that the structure of power relations in an 
organisation determine which organisational identity discourse will dominate or be 
perceived to be legitimate (Scott and Lane, 2000; Whetten, 2006) through control 
over the production, distribution and consumption of texts. Organisational identity 
influences the organisation‟s power relations by being the obligatory passage point 
through which power relations are reproduced and transformed. “Who we are” as an 
organisation determines which groups are considered to hold the most legitimate 
identity discourses and therefore exercise power episodically, and the dominance of 
these discourses determine the identity of the organisation. Thus the relationship 
between organisational identity and power is a recursive one.   
By theorising a recursive relationship between organisational identity and 
power relations we draw out two novel contributions to our understanding of 
organisational identity construction. The first is that the dominance of identity 
discourses can be established by a group of actors using discursive and non-discursive 
practices to present an organisational problem to which only they have the solution 
(Callon, 1986). In this instance, this destabilised existing power relations causing 
them to shift from general management to the medical academics from the FoM. The 
second is that once the dominance of one organisational identity discourse is 
established, it acts as a disciplinary force by being the obligatory passage point 
(Callon, 1986; Clegg, 1989) or regime of truth (Raid, 2005 citing Foucualt, 1977) for 
an organisation, reproducing the transformed power relations in the organisation.  
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Transforming power relations: Establishing the legitimacy of one identity discourse  
The expression of a desired future identity as a legitimate starting point only 
occurs in the context of power relations in which a dominant group controls the 
resources necessary to act in ways that achieve their intended outcomes (Scott and 
Lane, 2000; Fiol, 2002). In order to get to this point a group must problematise 
(Callon, 1986; Clegg, 1989a; Knights and Morgan, 1991) the organisation and its 
context in ways that allow them to present a solution to which they are central. They 
establish the „problem‟ by interesting other groups in it and enrolling the support of 
those groups they perceive to be influential because these groups control access to 
resources and other standing conditions critical to the creation of the desired future 
identity (Scott and Lane, 2000, Latimer, 2003). They then mobilise this network of 
social relations in ways that work towards the „solution‟.  
At the episodic level, a group must first present the „problem‟ discursively. 
Such problematisation is implicit in much of the previous research on constructing 
organisational identity. Some have presented the concept of „sense-giving‟ by 
managers when they perceive a dissonance between the current organisational identity 
and the external demands being placed on the organisation (Corley and Gioia, 2002; 
Ravasi and Schultz, 2006). This work has tended to focus on this managerial action as 
responsive rather than proactive. The work of others has suggested a more explicitly 
regulatory role of managers in which they discursively create and maintain an 
organisational identity (Alvesson and Willmott, 2002; Fiol, 2002; Alvesson and 
Empson, 2008) by presenting a problem and localising themselves centrally in the 
solution. This was evident at the AHSC in the way that the pre-merger hospitals were 
presented as unsustainable and not able to offer the world class care their patients 
deserved. The „solution‟ is then presented by the group that comes to dominate as the 
desired future identity discourse (Gioia and Thomas, 1996) in a way that preserves 
some ambiguity (Fiol, 2002) giving them the space to reinterpret the „solution‟ should 
circumstances change. The process of enrolment is then based on the perceived 
urgency, legitimacy and power of other groups by this group (Scott and Lane, 2000). 
Those groups who are central to the realisation of the dominant desired future identity 
will be enrolled most actively. Most of the previous research in the field of 
organisational identity focuses on organisational members who are critical to the 
realisation of the organisation‟s identity, such as engineers in the case of technology 
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firms (Kilduff et al, 1997; Corley and Gioia, 2004; Nag et al, 2007), doctors and 
nurses in the case of hospitals (Pratt and Rafaeli, 1997, Pratt and Foreman, 2000) and 
managers (Alvesson and Willmott, 2002; Corley and Gioia, 2004; Corley, 2004). 
Rarely are administrative and clerical or other support staff considered important to 
the construction of an organisation‟s identity, implying that identity discourses are 
consciously or unconsciously prioritised. In the case of the AHSC as a research-driven 
healthcare provider, the medical academics dominated the desired future identity 
discourse, with the discourses of „bog-standard‟ clinicians from prioritised specialties 
next, nurses discourses after that, and all others marginal or silent.  
The processes of problematisation, enrolment and mobilisation are contingent 
on the power relations which they reproduce and transform. In order to establish the 
dominance of the desired future identity discourse at the AHSC as a clinically led, 
research oriented provider of world class healthcare, the rules governing meaning and 
membership at the AHSC had to be transformed. General managers were 
marginalised to a supporting role by the identity discourse and other organisational 
practices. Medical academics were positioned in the dominant role controlling 
standing conditions including resources. This positioning was reinforced by 
innovations in discipline and production such as the new professional identity of the 
medical academic, the introduction of clinical programme groups and the discourse of 
aligning research and service provision. This shift at the levels of social and system 
integration was reflected in the exercise of episodic power by medical academics 
displacing the general managers who had exercised this power in the pre-merger 
hospitals.  
The establishment of the dominance of a new identity discourse is an exercise 
of power (Humphreys and Brown, 2002; Alvesson and Willmott, 2002; Clegg et al, 
2007). It destabilises existing power relations (Nag et al, 2007) then establishes and 
sediments the structure of new power relations by defining who the organisation is 
and which members have a dominant place in it, through fixing the rules governing 
meaning and membership.   
 
Reproducing new power relations:  Maintaining the obligatory passage point  
An obligatory passage point has been defined as „actor network linked by 
discourses presenting the solution of a problem in terms of resources owned by the 
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agent that proposes the OPP‟ (Silva and Backhouse, 1997). The desired future identity 
for the AHSC can be seen as the obligatory passage point of the organisation by virtue 
of the way in which the group that came to dominate had presented the „problem‟ and 
their „solution‟ using the “evidence-base” discourse of the medical academic and 
clinical groups, they established the „truth‟ of the integration of research, education 
and service provision. This established the new social rules governing meaning and 
membership at the AHSC, who was „in‟ and who was „out‟ or peripheral, further 
reinforcing the obligatory passage point. Once the desired future identity discourse 
was established as the obligatory passage point or „truth‟ (Foucault, 1977), it 
sedimented a new regime of power relations at the AHSC. General managers were no 
longer pre-eminent in their control of standing conditions as they had been at the 
hospitals, but were replaced by senior medical academics whose professional identity 
aligned them with the AHSC identity as a clinically led organisation providing 
research, education and service provision. The dominant group introduced 
mechanisms of discipline and production which empowered and dis-empowered 
different groups reproducing the new power relations and refixing the desired future 
identity. 
The discursive and inter-discursive practices identified in this empirical study, 
are central to this process of transforming and reproducing the obligatory passage 
point. These practices constitute the exercise of episodic power and resistance to the 
episodic power. Together with non-discursive practices, they form the disciplinary 
mechanisms which empower and dis-empower different groups in the organisation. 
Organisational identity has been theorised as a form of control and discipline in 
organisations (Humphreys and Brown, 2002; Brown and Humphreys, 2006; 
Thornborrow and Brown, 2009) and managerial regulation of the organisation‟s 
identity is an active process of domination (Alvesson and Robertson, 2006; Alvesson 
and Empson, 2008). This study builds on this understanding by introducing more 
nuanced inter-discursive processes of colonisation and translation. Colonisation at the 
AHSC was aimed at control and discipline in much the same way as strategic 
ambiguity and domination were, but was a more inclusive process which enabled 
other groups to feel their discourse was being integrated. The end result remained the 
same: the dominant group remained dominant by mobilising groups they described as 
critical to the realisation of their desired future identity reproducing “the active 
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consent of dominated groups” (Humphreys and Brown, 2002:423) and 
recontextualised these discourses, framing them within the dominant identity 
discourse (Fairclough, 2005b). This process of colonisation served to further limit the 
options and opportunities available for resistance. Marginal groups found that the 
ways in which they could resist were increasingly constrained by the widespread 
acceptance of the problem as it had been framed by the dominant group and the 
presentation of the AHSC as the only possible solution. They addressed this by taking 
those aspects of the dominant discourse that they could recontextualise and reframing 
them within the discursive frame of their professional and legacy identities 
(Fairclough, 1992). 
The obligatory passage point is not entirely in the control of the dominant 
group, however. Managers‟ attempts to regulate an organisation‟s identity are often 
met with significant resistance because the desired future identity is described as 
lacking legitimacy in the context of the wider sector or institution within which it sits 
(Humphreys and Brown, 2002; Nag et al 2007). In some cases, this leads to a 
transformation of the power relations themselves (Humphreys and Brown, 2002). 
Policy drivers external to the AHSC, proved influential in determining the 
institutional limits to transformation. NHS and public sector regulation constrained 
the options available to the dominant group in realising the desire future identity 
(Corley and Gioia, 2002). The social rules of meaning and membership fixing 
relations within the NHS as whole proved more constraining than the dominant group, 
who came primarily from the higher education sector, had anticipated.  These 
contingencies also empowered some groups such as nurses within the AHSC, which 
in turn shaped the obligatory passage point. But they did not transform power 
relations as the dominant group engaged in the strategy of colonisation, integrating the 
hither-to non-dominant discourse of patient care into the desired future identity. This 
served to enrol nurses into the „solution‟ the AHSC provided to the „problem‟ of the 
patient experience. This reinforced the legitimacy of the obligatory passage point and 
the power relations that had been established by the creation of the AHSC. 
This conceptualisation of one organisational identity discourse as an 
obligatory passage point enables us to see how, despite the presence of multiple 
identity discourses, only one emerges as dominant. Nonetheless it is a variant of the 
desired future identity because of its interaction with other identity discourses. The 
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process by which it emerges is discursive and non-discursive and constitutive of the 
relations of power within the organisation. Organisational identity is both a power 
effect and the medium through which power relations are transformed or reproduced 
(Knights and Willmott, 1985; 1989).   
 
7.3.3. Third research contribution: The influence of professional 
identity on power relations and organisaional identity 
This contribution focuses on how multiple professional identities influence 
organisational identity discourses by acting as disciplinary mechanisms shaping the 
structure of power relations (Thornborrow and Brown, 2009; Halford and Leonard, 
2006).   
Professional organisational identities are particularly influential in shaping the 
desired future identity and members‟ responses to it and are in turn shaped by the 
desired future identity discourse.  
At the AHSC, organisational members made sense of a desired future identity 
and its ambiguities by calling on their professional identities (Foreman and Whetten, 
2002; Empson, 2004; Pratt et al, 2006; Chreim et al, 2007). Using professional 
identities as reference points, organisational members develop their own desired 
future identity discourses and recognise the legitimacy or not of others (Scott and 
Lane, 2000). This is reflected in the fragmentation and heterogeneity of organisational 
identity discourses (Brown, 2006) and the continuity of professional identities over 
the course of the construction of a desired future identity (Chreim, 2005) as 
individuals recontextualise the desired identity discourse in the frame of their 
professional discourses (Fairclough, 1992).  
Taking a power perspective, the exercise of episodic power in the AHSC 
depended on the creation of subjects whose sense of identity was tied to the 
transformation and reproduction of power relations as established at the AHSC 
(Knights and Willmott, 1985; 1989; Alvesson and Willmott, 2002; Ka rreman and 
Alvesson, 2009) and the dominant identity discourse of the AHSC. Medical 
academics aspired to become clinical leaders and gain control of financial and human 
resources to realise the desired future identity. Professional identities became sites of 
discipline and control in the AHSC. This discipline and control was not necessarily 
constraining, but enabled and created the transformation of the teaching hospitals into 
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an AHSC (Foucault 1977, cited in Rainbow 1984). It also enabled the creation of a 
new professional identity, the medical academic, as distinct from the “bog-standard” 
doctor. Some professional identities, such as general managers, were explicitly 
marginalised by the dominant group as part of their effort to establish the desired 
future identity. This also allowed the leadership group to establish the difference 
between the legacy hospital identities (general manager led) and the new AHSC 
identity (medical academic led). Other professional identities, such as nursing, were 
neglected initially although this proved difficult to maintain due to their centrality to 
achieving the aims of the AHSC, and the dominant group ultimately enrolled these 
professional groups in the identity discourse of the leadership group.  
Professional identities at the AHSC were not separate but were bound together 
in a complex relationship that has only been touched on in previous research 
(Foreman and Whetten, 2002; Halford and Leonard, 2006). Whilst some previous 
studies examine the influence of professional identities on the construction of a 
desired future identity (Dukerich, et al, 2002; Doolin, 2002; Iedema et al, 2004) few 
have explored how the structure of power relations within and between professional 
groups shapes and is shaped by the construction of a desired future identity. 
Professional identities in healthcare are to some extent prescribed by 
regulatory bodies which act as gatekeepers contributing to the process of professional 
identification through a range of discursive and social practices throughout their 
professional lives (Chreim et al, 2007). There is a high degree of differentiation 
between professional identities in healthcare (Latimer, 2004), but there is also a high 
degree of heterogeneity within professional groups (Ferlie et al, 2005). 
 At the AHSC, the leadership group enunciating the desired future identity 
used a discourse identifying themselves with different professional groups depending 
on the audience consuming the text. When the audience was a mixed group of health 
professionals, they cast themselves as clinicians. When it was consultant doctors, they 
cast themselves as doctors.  If the audience included research staff, they cast 
themselves as medical academics. They used this differentiation to persuade the 
audience rhetorically of the legitimacy of their discourse (Latimer, 2004) and 
recontextualise the desired future identity in terms specific to the professional group 
being addressed. This group also used the ambiguity of the desired future identity, 
pre-merger and during the consultation on the creation of the AHSC, to create space 
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for individuals and groups to maintain their professional identities and, in some cases, 
enhance them in the context of the desired future identity discourse. Clinicians and 
clinical leadership were promoted as central to the realisation of the vision, where the 
term „clinician‟ was used with strategic ambiguity implying inclusivity of a range of 
health care professionals. Whilst the dominant group stressed a change to clinical 
leadership they also emphasised continuity in terms of the centrality of the doctor to 
the operation of a healthcare provider.  
This group also used the desired future identity discourse to transform and 
then reproduce a new structure of power relations between professional groups at the 
AHSC, establishing medical academics in a dominant position both discursively and 
non-discursively, enrolling willing NHS clinicians to a research-led organisational 
identity and marginalising general managers. In order to do this they needed to create 
the professional identity of the medical academic as distinct from that of the “bog-
standard” consultant. This professional identity embodied the desired future 
organisational identity of the AHSC as they enacted translational research. Other 
relations, such as those between doctors and nurses, were reproduced as the desired 
future identity did not challenge or destabilise these.  
Strong professional or work team identities provided some organisational 
members with continuity and security during change (Kilduff et al, 1997; Fiol, 2002) 
allowing them to focus on “getting the job done” as providers of care and research.  
This was particularly true of nurses and was also evident in long-standing teams such 
as theatre teams. The importance of professional discourses in shaping the desired 
future identity also meant that those described as semi-professional (general 
managers) were marginalised and those described as non-professionals 
(administrative and clerical staff) were silenced. Professional identities act as 
disciplinary mechanisms which enable the reproduction or transformation of power 
relations between different groups (Latimer, 2004; Halford and Leonard, 2003).  They 
can both reproduce existing power relations (for example, between clinical and non-
clinical staff) and transform them (for example, between doctors and medical 
academics).  
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7.4. Addressing the research gap 
This study identified a gap in our understanding of how organisational identity 
is shaped by and shapes power relations and the exercise of power in an organisation. 
In doing so it set out to answer the question: 
How are technologies and practices of power enacted discursively and non-
discursively in the struggle to resolve the conflict between multiple identity discourses 
and what does this tell us about the role of power in the construction of an 
organisation‟s identity? 
In answering this question in the context of what we know already about 
multiple organisational identities, this study extends our understanding of: 
(1) How leaders regulate and control the organisations identity (contributions 
1 and 2) 
(2) How processes of domination and resistance within the structure of power 
relations shape and are shaped by the identity of the organisation 
(contributions 1, 2 and 3) 
(3) How professional identities act a disciplinary mechanisms both in their 
own right and in interacting with one another (contribution 3) 
 
7.5. Implications for practice 
The findings of this study provide important insights that have implications for 
practice in organisational mergers generally, as well as mergers and other forms of 
transformation in the healthcare care context in particular. In keeping with the 
reflexive methodology of this research study, these implications should not be viewed 
as prescriptions of „how to manage mergers‟ but rather pointers to how organisational 
stakeholders inside and outside an organisation can approach organisational merger 
using a fresh perspective.  
 
7.5.1. Organisational mergers  
The term „merger‟ assumes that the merging parties are equal but the power 
relations in mergers are rarely balanced equally with most resembling acquisitions 
(Greenwood et al 1994). The construction of the merged organisation‟s identity can 
become the site of struggle or interaction between different groups and discourses in 
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post-merger integration (Teerikangas and Very 2006; Stahl and Voigt 2008). This 
indicates a need to go beyond the checklist approach taken by many organisations 
when implementing post-merger integration programmes.   
By focusing on identity regulation, sense-giving and managerial strategies 
aimed at accomplishing these (Fiol, 2002; Corley and Gioia, 2004; Ravasi and 
Schultz, 2006), previous research assumes that the outcome of such strategies are 
predictable and conform to managerial intent. But as seen in this and other studies, 
this is not always the case (Humphreys and Brown, 2002; Nag et al, 2007). Attempts 
at managerial regulation can be resisted by individuals or groups in an organisation. 
The effectiveness of regulation and resistance is contingent on power relations and 
social identities within an organisation all of which are thrown into question in a 
merger. 
Using the perspective of power relations within an organisation as an 
analytical framework as this study does, we are able to see organisational identity 
construction as a more interactive process that is enacted both discursively and non-
discursively. This discursive interaction between groups can be creative, harnessing 
the multiplicity of identity discourses as a positive organisational attribute (Brown, 
2006). Identity regulation can be practiced as an interdiscursive process which takes 
account of multiple discourses and perspectives allowing space for each within the 
organisation, even those perceived as potentially disruptive, in the interest of 
creativity (Willmott, 1993; Kornberger et al, 2006).  A management group can 
encourage the creative and flexible construction of an organisation‟s identity by using 
ambiguity strategically and colonising discourses it perceives to be urgent and 
legitimate when they attempt to regulate organisational identity (Fiol, 2002, 
Kornberger et al, 2006). Other groups can resist or recontextualise a dominant 
discourse by translating it in terms that it perceives to be congruent with professional 
or legacy organisational identity discourses (Fleming and Spicer, 2005; Ka rreman and 
Alvesson, 2009).  
By explicitly using power relations to analyse the construction of an 
organisation‟s identity, this study provides managers and organisational members 
with a tool for examining the possible consequences of a merger which call into 
question „who we think we are as an organisation‟ (Dukerich et al, 1994; Whetten, 
2006). Haslam et al (2003:365) suggested that:  
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Rather than being just another analytical and managerial tool – organisational 
identity and organisational identification should be of particular interest to those 
who are seeking to structure and harness the collective energies of organisations. 
Whilst the contributions of this study would agree with that, organisational 
identity and identification cannot be structured or harnessed without an understanding 
of the power relations that constitute them and the possible range of outcomes that 
„structuring‟ them will have on power relations as well as organisational identity.  
 
7.5.2. Healthcare mergers and transformation   
Professional identities are particularly relevant in the healthcare context (Pratt 
et al, 2006; Chreim et al, 2007) and the contributions of this study have a number of 
practical implications for mergers and organisational transformation in healthcare. 
By using power as an analytical lens, organisational members can gain a better 
understanding of how and why some organisational transformations are more 
effective than others. Understanding how a desired future identity reproduces or 
transforms the rules fixing meaning and membership in a complex multi-professional 
organisation, may explain why dominant groups come up against more or less 
resistance as they enrol or marginalise other groups in the process of transformation. 
Resistance to organisational and institutional level change amongst health 
professionals has been explored (Ferlie and Shortell, 2001; McNulty and Ferlie, 2002) 
and the likelihood of success of top-down managerially regulated change questioned 
(Ferlie et al, 2005). By viewing health professionals as engaging in identity work 
which is embedded in networks of power relations, we may begin to understand why 
they engage with organisational transformation in the way that they do. 
By aligning mechanisms of discipline and production to what organisational 
members perceive the purpose of the organisation, a group seeking to dominate the 
identity discourse can influence the transformation and reproduction of identity. In 
healthcare organisations, the purpose of the organisation is often differentiated on the 
basis on professional identities (Ferlie et al, 2005; McNulty and Ferlie, 2004). Unless 
innovations in mechanisms of discipline and production are aligned with 
organisational members‟ professionally-based perceptions of what the organisation is 
there to do, they will be resisted. 
201 
 
Since the creation of the first Academic Health Science Centre, the subject of 
this study, several more AHSC‟s have been established in the United Kingdom and 
this is an organisational form that is likely to become firmly established in the UK 
over the coming years. This study provides policy makers, hospital and university 
managers and other interested parties with a wealth of information on how an AHSC 
identity can evolve from disparate sectoral and organisational identities and the 
implications this has for post-merger integration. Using organisational identity 
dynamics as a way of looking at organisational change and continuity in the AHSC 
context, managers can ensure that the desired future identity of the AHSC is aligned 
with strategic priorities. They can also identify potential conflicts with legacy and 
professional identities. The organisational challenges that may arise from this during 
the period of post-merger integration can then be addressed proactively.  
 
7.6. Methodological contributions  
This study makes a number of methodological contributions through the 
application of a power analysis in the context of constructing an organisation‟s 
identity.  
This study contributes methodologically to the field of organisational identity 
construction by using Clegg‟s circuits of power (1989a) as a framework for analysing 
power relations in this context. This framework was chosen because it captures both 
the „power to‟ (dispositional) and „power over‟ (episodic and dominating) aspects of 
organisational power (Clegg et al, 2006). Clegg‟s circuits of power framework has 
been used analytically in studies of the implementation of information systems (Silva 
and Backhouse, 1997; 2003; Coopey et al, 1997), organisational transformation 
(Clegg et al, 2002; Rodrigues and Child, 2003; Johnston, 2004) and sector-wide 
policy transformations (Davenport and Leitch, 2005; Lagendijk and Kornford, 2000; 
Muir 2004; Marshall and Rollinson, 2004). There has been only one study where the 
model has been applied in the healthcare context (Latimer, 2004) and one in the 
context of an organisational merger (Vaara et al, 2005). Applying this framework in 
the context of organisational identity construction allows us to observe the enactment 
of power at episodic and facilitative levels (Davenport and Leitch, 2005) at a time 
when an organisation‟s identity is explicitly being constructed.  
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This study has also contributed methodologically by putting the analysis of 
power relations in the context of Fairclough‟s social theory of discourse (1992; 2005), 
particularly examining inter-discursivity and recontextualisation. Both of these 
processes have been mentioned peripherally in the literature around discourse in 
organisations but not in the context of organisational identity construction. 
 
7.6.1. Limitations  
In order to mitigate some of the potential limitations of qualitative interpretive 
studies such as credibility, transferability, dependability and confirmability (Lincoln 
and Guba, 1985), I adopted a reflexive approach throughout the process of 
interpretation, from textual analysis of the empirical material to presentation of the 
findings in this dissertation.  
 
Limitations to confirmability 
I dealt with the issue of researcher bias by using an explicitly reflexive 
approach in my methodology. Reflexivity informed my interpretations and the 
framework presented in the methodology chapter is reproduced below with specific 
examples from this study [Figure 12]. 
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Figure 12: Reflexivity in Interpretations: The Creation of an Academic Health 
Science Centre 
 
Adapted from Alvesson and Skoldberg (2000:255) 
 
At each stage in the process of interpreting the empirical material and 
presenting my findings, I have questioned the assumptions underlying my decision-
making. This questioning has, at times, prompted a review of interpretations in the 
light of alternatives and at other times has reinforced the original choices made. 
 
Limitations to credibility 
One limitation is that this study takes an almost exclusively internal 
perspective on the construction of organisational identity. It largely ignores the effect 
of external stakeholders such as policymakers, service commissioners, patients and 
competing and collaborating service providers on the construction of organisational 
identity other than in the context of their role as external drivers (Clegg, 1989a) and as 
subjects of the dominant group‟s enrolment strategies pre-merger. This ignores the 
substantial role that the interaction of image with organisational identity plays in 
Empirical material
Interpretation (primary and 
secondary)
Critical interpretation
Self-critical and linguistic 
reflection
•Summarising the multiple alternative interpretations in the 
literature review providing a pluralistic perspective. 
•Including surprise potential in the empirical material in the 
narrative, between as well as within dominant and marginal 
discourses. 
•The favouring of certain interpretations is made explicit in 
presenting them as the dominant discourse.
•Separating interpretation of dominant themes from marginalised 
themes enables an alternative view of reality to the dominant one.
•Exploring the power relations reveals why certain interpretations 
dominate. 
•Winners and losers are explicitly referred to in the discourses 
and placed in the context of rules and social structures in the 
interpretation.
•Exposing dominance in the researchers line(s) of interpretation 
especially where critical theory has influenced interpretation of 
discourses.
•Comparing findings with those of the substantive research 
especially those with alternative epistemological and ontological 
assumptions or value orientations. 
Level of interpretation Reflexivity
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construction (Dutton and Dukerich, 1991; Dutton et al, 1994; Gioia and Thomas, 
1996; Hatch and Schultz, 2002). Whilst the importance of this interaction should not 
be underplayed, the focus of this research was on the construction of organisational 
identity and power relations internally, this limitation raises important questions. 
What are the effects of external stakeholders‟ perceptions of organisational identity on 
its construction? Who determines which external stakeholders have urgent and critical 
claims and how? Are the perceptions of different external stakeholders‟ prioritised 
differently by different groups within the organisation and what effect does this have 
on the construction of identity? 
 
Limitations to transferability 
The wider research contributions made by this study confirm and extend the 
findings of extant research contributions which make similar assumptions about what 
organisational identity is and how it is constructed. However generalisability to other 
contexts is limited due to the context-specifity of the findings of the interpretive study 
of a single organisation in the healthcare sector. The exceptional qualities of the 
research context as a three-way healthcare merger and university integration provide 
strength from the point of view of examining organisational identity construction  as 
well as limiting its generalisability to non-AHSC and non-healthcare contexts. None-
the-less, the findings and contributions of this study provide a good starting point for 
further research in different healthcare and non-healthcare contexts possibly including 
cross-case analysis (Miles and Huberman, 1994).  
 
Limitations to dependability 
Another limitation of this study is the lack of representation of non-
professional groups in the sample, most notably the administrative and clerical staff at 
the hospital. Whilst some members of this group were included in the study 
informally, their contribution was minimal. Attempts were made to include this group 
by accessing organisational activities such as values programme workshops but 
attendance at these events was poor. In the context of a focus on organisational 
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identity and power relations, inclusion of this group would have enhanced the 
dependability of my findings.  
 
7.7. Future research 
This study explored the construction of organisational identity as 
predominantly internal process occurring the context of internal power relations. With 
this perspective now operationalised, future studies could explore in more detail the 
effect of external stakeholders on the construction of organisational identity, again 
using power as an analytical approach to explore the power relations between the 
organisation and other organisations in the same institutional field. This would allow 
important questions about the effect of external stakeholders on the construction of 
organisational identity and power relations to be addressed which would add further 
to our understanding of identity construction. Such questions could include: What are 
the effects of external stakeholders‟ perceptions of organisational identity on its 
construction? Who determines which external stakeholders have urgent and critical 
claims and how? Are the perceptions of different external stakeholders‟ prioritised 
differently by different groups within the organisation and what effect does this have 
on the construction of identity? How are relations of power within the institutional 
field reproduced and transformed? Exploring these questions would provide us with a 
more complete and contextualised understanding of how organisational identity is 
constructed.  
Transferability of the findings of this study could be enhanced by its 
replication in settings that differ temporally and spatially but retain the core 
characteristics. Exploring the creation of other AHSC‟s in the UK would be one 
example of this. It would also be interesting to see if the findings differed greatly in a 
hospital-hospital merger where the institutional context remained constant for the 
organisational members. Equally, one could ask what would be different in a 
community services (Primary Care Trust) or commissioning merger where the 
configuration of health professionals is different. 
It would also be interesting to explore how front-line non-healthcare 
professional members such as administrative and clerical, hospital transport and 
portering staff interpret the AHSC identity and the effect, if any, that their responses 
have on the enactment of the identity in everyday practices. In addition, using power 
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relations as an analytical lens we could explore the effect if any this had on the 
AHSC‟s power relations. 
To extend the contributions of this study and add depth, future studies could 
focus on specific inter-discursive processes such as strategic ambiguity and re-
contextualisation and examine the responses of different professional groups. Do 
doctors respond differently to strategic ambiguity than nurses or allied health 
professionals? Does this reflect or constitute the structure of inter-professional power 
relations? Does this differ across specialty and team?  
 
7.8. Concluding remarks 
Power is a very valuable analytical lens for observing the construction of 
organisational identity. It allows us to extend current theorisations of identity 
construction which, with the exception of a few studies, have lacked this dimension or 
under-theorised power as a concept citing the complexity of its effects (Hatch and 
Schultz, 2002).  
This study sees the process of identity construction as both consensual and 
conflictual, a political process in which one identity discourse comes to dominate over 
others resulting in a seemingly unitary normative organisational identity which in fact 
integrates multiple identity discourses. This integration is not an uncontested process, 
but is a process of struggle in which groups dominate and resist, colonise and translate 
discursively and non-discursively (Mumby, 1987; Humphreys and Brown, 2002). 
Because of the processes of inter-discursivity, multiple identity discourses are usually 
only evident to those who go looking for them. 
 
Appendices 
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Appendix 1: Event chronology – Creating the AHSC 
Policy context: Cooksey Report recommending changes to research in 
healthcare; Framework for Action recommending changes to the organisation of 
service provision nationally and in London. 
Local context: Collapse of Paddington Basin Project merging SMH with another 
local acute trust (not HHNT); consolidation of provider services. 
January 2005 Preliminary discussions about establishing an Academic 
Foundation Trust within Imperial College. 
Mid-2005 Board members from HHNT and SMH included in these 
discussions.  
February 2006 Feasibility study launched. 
June 2006 Trust boards resolve to establish an Academic Health 
Sciences Centre. 
AHSC Steering Committee set up, chaired by an 
external appointee. 
SRO for the AHSC appointed – Principal of the FoM. 
December 2006 SMH, HHNT and IC successfully bid to become a 
Biomedical Research Centre. 
February 2007 Chief Executive of HHNT resigns – Interim CE 
appointed from outside HHNT. 
May-July 2007 Formal consultation with all stakeholders on the 
establishment of the AHSC.  
June 2007 Chief Executive of SMH resigns – Interim CE for 
HHNT appointed for both hospital trusts.  
July 2007 AHSC structure agreed with AHSC Steering Group. 
October 2007 SMH and HHNT formally merger with the approval of 
the Secretary of State for Health.  
Interim Executive team appointed (phase 1 
restructuring).  
December 2007 Clinical Programme Group Directors appointed. 
Phase 2 restructuring initiated.  
April 2008 AHSC launched. 
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Clinical Programme Group structure established. 
Managing Director appointed. 
Acting Director of Nursing resigns. 
June 2008 AHSC vision document launched. 
Phase 3 restructuring initiated.  
October 2008 New Director of Nursing appointed. 
November 2008 Failure of a bid to be a Major Trauma Centre and 
resubmission centring on SMH. 
February 2009 Applied for AHSC designation. 
March 2009 Designation approved by the Secretary of State for 
Health. 
July 2009 AHSC values launched. 
FoM restructured and redundancies made. 
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Appendix 2: Application for ethical approval related to informed 
consent, confidentiality and coercion. 
 
Clarification regarding the issue of coercion in the study 
 
The Committee requested that the research team address the above issue in the 
light of the interest of the Trust Chief Executive in the successful completion of 
the study as well as the methods used to gain consent from those whose meetings 
would be observed.  
 
Obtaining non-coerced informed consent from participants 
The following strategies will be used to ensure that potential participants are not 
coerced to participate in the study no matter how subtly: 
 
Information sheets: The voluntary nature of participation in the study will be 
further emphasised in the participant information sheets that will be given to all 
potential participants. It will be further emphasised that participation is 
confidential and all data obtained from participants will be anonymised.  
 
Selecting potential participants: No one outside the research team will be 
involved in selecting or contacting participants in the study. No one outside the 
research team will have access to the list of potential and actual participants. 
 
Confidentiality: For those that do volunteer to participate in the study, their 
anonymity will be preserved at all stages of the study. Their identity will at no 
point be shared outside the research team. No contributions to the study will be 
attributable to ensure confidentiality and the consent forms and participant 
information sheets have been changed accordingly. [attached] 
 
Feedback to Trust management: One of the goals of this research is to provide 
real-time feedback to the Trust management team on the progress of the merger 
and integration. Participants will be reassured both in writing and verbally that any 
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such feedback will contain aggregate and anonymous information only and 
nothing will be attributable to any one individual within the Trust.  
 
The methodology including these strategies for ensuring non-coerced informed 
consent will be outlined to senior managers including the Chief Executive before 
the study commences in April 2008. 
 
 
Consent for observations of meetings: 
Where meetings are to be observed these will be meetings that are pre-arranged. 
The full list of invited attendees will be obtained prior to the meeting and the 
research team will meet with attendees in person to obtain informed consent prior 
to the meeting. Should any attendees not give consent, then their contributions to 
the meeting will be removed from the transcription. It is felt that for the purposes 
of observations of meetings all information should be non-attributable and 
anonymous so the consent form has been changed accordingly (attached – consent 
form NPOv2).  
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Appendix 3: Individual interview protocol 
 
Narrative of the merger process and formation of the AHSC centre. 
 
Legacy organisations: 
Cultures 
Images 
Identities 
Merging the various identities 
 
Vision for the new organisation: 
Clinical leadership 
CPG autonomy 
World-class 
Integrating research, education and services 
What makes the ICHT AHSC distinctive as opposed to the other AHSC‟s? 
 
Professional groups: 
Different perceptions of the process and potential outcomes of the merger? 
How each identifies themselves within the organisation? 
 
Future: 
Vision 
Challenges 
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Appendix 4: Focus group topic guide 
 
Introductions including legacy trust and CPG you are currently in. 
 
What does the organisational name „Academic Health Sciences Centre‟ mean to 
you? 
 
What did your legacy trust mean to you? 
 
How did you experience the process of merger?  
 
Does it feel like a different place to work yet? 
 
How did you feel when the new name of the trust was announced? 
 
When people ask you where you work what do you say? Why? 
 
Have you read any of the vision or strategy documents for the AHSC? If you have 
what did you think of them? 
 
Is cross-site working a reality for you yet and what do you think will be the 
implications for your working practice? 
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Appendix 5: Conceptual coding framework – First order textual 
analysis 
 
Whose?
Legacy identities
Organisational
Professional
Team
Sectoral
Individual 
External influences
Neighbouring acute trusts; Primary Care Trusts; 
Local and national politicians; Department of 
Health; Strategic Health Authority; Local 
population/patients; etc.
What changed?
Discursive practices
Non-discursive 
practices
How did it  change?
Discursive practices
Non-discursive 
practices
Desired future 
identity
Discursive 
practices
Non-discursive 
practices
Emerging identity
Organisational
Clinical 
Programme Group
Professional
Team
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